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Introduction 


This publication is about the health of the poor in the fast- 
expanding cities of the poorer countries of the world. The subject is 
immensely important, fascinating, and verging on tragedy. Yet until 
recently it was largely ignored. Most people were simply unaware of 
the gravity of the situation. For city and national governments 
already facing tough challenges, and with little money, there is no 
incentive to search for undiagnosed difficulties, until they simply 
cannot be ignored any more. The facts themselves are frequently 
unknown because so often the poorest communities in the cities 
concerned are unmapped in a statistical sense and lack official 
recognition; when demographic data and morbidity statistics are 
collected, those for poorer areas tend to be grossly under-recorded 
and are quickly lost in city averages, diluted by the returns from 
more prosperous neighbourhoods. At times there seems to be a 
conspiracy of silence about health in urban districts, particularly 
those that are unserved or underserved. 

But the story is not without hope. It is full of human interest, 
testifying as it does to a quiet, unselfish courage, particularly among 
women bringing up children in great poverty. Moreover, much help 
can be provided at modest cost, as many successful local initiatives 
have proved. The next major hurdle is to apply the lessons of these 
initiatives much more widely, moving towards universal health 
coverage in the poorest urban communities. It is not new knowledge 
that is needed so much as new awareness and the determination to 
apply what is already known. What is required is inherent in the 
principles of primary health care. Indeed the Declaration of Alma- 
Ata of September 1978 specifically mentions urban as well as rural 
development (1). Similarly the WHO Global Strategy for Health for 
All by the Year 2000 refers explicitly to urbanization and its 
attendant problems (2). If many people in the World Health 
Organization and elsewhere saw rural poverty as the top priority in 
the early 1980s, nobody should ignore the equally urgent (and in 
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some respects sharply different) problems of urban poverty in the 


1990S. 
The aims of this publication, therefore, are to: 


e alert people to the scale, nature, urgency, and near desperation 
of the predicament of the poor in many cities of the world; 


e advocate a fundamental shift in health care priorities and 
strategies in the cities, from simply trying to do more of the 
same to applying primary health care principles in practice. 
This is a message not only for ministries of health, but equally 
for city hospitals and medical schools, the medical profession, 
city health departments, and political leaders at the city and 
national levels; 


e explain some of the key characteristics of successful action to 
improve urban health, as reflected in actual local experience: for 
example the indispensable elements of community involvement 
and intersectoral action; 


e focus attention upon the urgent need to raise one’s sights from 
successful pockets of action to comprehensive coverage: unless 
this is done (and done quickly) there is simply no hope of action 
on an adequate scale. 


Government plans and programmes must be prospectively 
oriented—in other words, based not only on a good knowledge of 
prevailing conditions and problems, but also on the way they are 
expected to evolve in the future. Thus, Chapter I gives some facts, 
figures, and trends related to urbanization. These speak for them- 
selves, but ‘“‘numbers do not tell the whole story and no amount of 
statistics or reports can convey the true feeling and the real dimen- 
sion of the destitution and even abjectness. under which large 
populations in many cities of the world are forced to live. Only 
exposure to that destitution and direct observation of it can create the 
awareness and motivation required for dedicated involvement”’ (3). 

Hence, this publication is addressed to a wide range of political 
leaders and managers responsible for the health and social welfare of 
low-income, underserved urban populations; health workers at 
different levels; city planners; and international and nongovern- 
mental organizations and funding agencies concerned with the 
problems of the urban poor in developing countries. 

Preparing a document for publication is usually harder than one 
expects, and there is always satisfaction in its completion. But no 
other publication we have been involved with has left us with quite 
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the same feelings about the urgency of its message, or the same sense 
of the privilege of being associated with a human endeavour of the 
highest importance. The urban poor not only need help, they have 
the right to ask it from all of us, and they must not ask in vain. 


Chapter 1 
Health and the urban crisis 


Throughout the 1960s and 1970s, the main emphasis in com- 
munity health in developing countries was on extending health 
service coverage in the rural areas, hitherte largely unserved but 
containing 85% of the population. During that period, relatively 
little attention was paid to the urban situation, which was fast 
deteriorating with the continued migration of people to the towns 
(4). 

However, since the beginning of the 1980s, authorities 
throughout the world have become increasingly concerned with the 
great public health problems found in the cities. 

The 1980 Rome Declaration on Population and the Urban 
Future (5,6) pointed out that “‘in the next two decades, the world 
will undergo, as a result of the urbanization process, the most radical 
changes ever in social, economic and political life’’. However, far 
from constituting an indication of social development and of eco- 
nomic and cultural progress, the chaotic, unbalanced and uncon- 
trolled growth of urban centres has become a source of major 
concern for political leaders, social planners, and administrators, 
especially in the developing world. The Rome Declaration therefore 
castigated the inadequacies, in most cities of the world, of “‘virtually 
every service amenity and support required for tolerable urban 
living”’ 


Urban growth 


The world population is expected to reach 6122 million by the 
year 2000 and 8206 million by 2025 (Table 1), an increase of 26% 
between 1985 and 2000 and a further 34%, between 2000 and 2025." 


1 Unless otherwise noted, all figures in this section are based on the 
projections prepared by the United Nations Department of International 
Economic and Social Affairs. 
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HEALTH AND THE URBAN CRISIS 


The urban population of the world, which was estimated as 
1983 million in 1985, is likely to reach 2854 million by the year 2000 
(an increase of 44°) and 4932 million by 2025 (a further increase of 
73%) (7). 

United Nations estimates suggest that, from 1975 to 1980, 
54.3% of the total population increase in the_developing regions was 
urban.' It is anticipated that, in the period 1995-2000, 71.5°% of the 
increase will be in urban areas and only 28.5% in rural areas. Urban 
growth is in fact expected to increase as rural growth decreases to the 
point where, between 2000 and 2025, the rural population in 
developing countries will actually decrease in absolute terms 
(Table 2). Cumulative percentage changes anticipated in the urban 
and rural populations of the developing countries up to the year 2025 
are shown in Fig. I. 

Urban areas in the developing regions are expected to grow over 
the last quarter of this century at an annual rate almost 3.7 times that 
expected in rural areas: an average rate of 3.48% per year versus 
0.92% per year. During this period, the average annual urban 
growth rate will remain fairly constant (3.4-3.5°%) while the rural 
growth rate will drop by 50% (see Table 2). 


Table 2. Average annual urban and rural growth in developing and developed 
countries* 


Developing Developed 

countries countries 
urban rural urban rural 
Period (%) (%) (%) (%) 
1970-1975 3-7 1.9 1.5 —0.5 
1975-1980 3.5 1.6 ee —0.2 
1980-1985 3.4 1.4 1.0 —0.2 
1985-1990 3.4 1.2 0.9 —oO.I 
1990-1995 3.4 - 1,0 0.8 —0.2 
1995 — 2000 3.4 0.8 0.8 —O.I 
2000 — 2005 3.2 0.5 0.7 —0.2 
2005 — 2010 3.1 0.2 0.6 —0.2 
2010-2015 2.8 0.0 0.§ —0.2 
2015 —2020 2.6 —0.2 0.5 —0.2 
2020-2025 2.3 —0.4 0.4 —0.2 


’ Source: United Nations (7). 


! Developing regions include all countries and other territories in Africa, Asia 
(excluding Japan), South and Central America and Mexico, and Oceania 
(excluding Australia and New Zealand). 


11 


SPOTLIGHT ON THE CITIES 


Cumulative percentage change 
Rh 
oa 


Rural areas 
Se Gea 


WHO 89261 


1970 75 80 85 90 95 2000 05 10 15 20 2025 


Fig. 1. Percentage change in the populations of urban and rural areas in develop- 
ing countries up to the year 2025 (base: 1970) 


In the developed regions,! the proportion of the population 
living in urban areas was as high as 71% in 1985. The level is 
projected to increase to 74% by the year 2000, and to 77% by 2025. 
In the developing regions, the rapid urbanization experienced prior 
to the 1980s is expected to continue (Fig. 2 and Table 3). 

The level of urbanization, 1.e., the proportion of the population 
living in urban areas, in the developing regions is expected to 
increase from 31% in 1985 to 39% by the end of the century, and to 
56% by 2025. 

Most major areas of the world are likely to show some increase 
in urban population in the future; in Africa and South Asia increases 
as high as 30—-60°, are expected in each decade from 1990 to 2020. 

The publication, The prospect of world urbanization (United 
Nations), shows that the growth in the world urban population over 
a ten-year period (1975-1985) was 419 million. This growth was 
79.4% in developing regions compared with only 20.6% in devel- 
oped regions (7). 


' Developed regions include countries of North America and Europe, 
Australia, Japan, New Zealand, and the Union of Soviet Socialist Republics. 
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Fig. 2. Proportion of population in urban areas in developing and developed 
regions, 1970-2025 


It is not only the size of the increase that is alarming but the rate 
at which it is occurring. In 1950, there were seven urban agglomer- 
ations with populations approaching five million or more; by 1970, 
there were 20 (Fig. 3) and, by the end of this century, there will be 
60, all but a quarter of them in the developing regions of the world. 
By the year 2000, there are likely to be 23 cities with over 10 million 
people, 17 of them in the developing regions (Fig. 4). By then, 
Mexico City may have 26 million inhabitants, Sao Paulo 24 million, 
Calcutta 16 million, and Shanghai 14 million. 

Such rapid growth is not confined to capital cities and large 
metropolitan areas, but also affects secondary and tertiary cities, 
often outstripping the ability of urban services to keep pace and 
forcing large sections of their populations to live in poverty and 
squalor. The proportion of the population expected to be living in 
urban areas throughout the world in the year 2000 is shown in Fig. 5. 

While the developing world is undergoing urbanization at an 
unprecedented rate, there are major differences among countries, 
areas, and regions (see Fig. 6). Those with low absolute levels of 
urbanization, such as sub-Saharan Africa and parts of Asia, are 
currently experiencing high levels of migration from rural to urban 
areas and thus a rapid rate of urban growth. It is not simply the 
absolute level of urbanization that has negative consequences, but 
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Fig. 6. Percentage changes in urban and rural population, by major areas of the 
world, 1950-2020 , 


Source: United Nations (7) 


also the speed with which it is increasing which causes the demand 
for facilities and services to grow faster than the resources available 
(8). Thus no developing country can afford to ignore the phenom- 
enon of urbanization in relation to health. Those that already have 
high rates of urbanization may well be aware that large numbers of 
their urban poor lack adequate health care. Those that have low rates 
are likely to find that a similar problem is developing in the poorest 
areas of their cities at an alarming and accelerating rate. 

Despite large differences in the degree of urbanization (Fig. 6), 
the regional trends are not so dissimilar. In every case, urban 
populations are growing at a far higher rate than rural populations, 
generally at least three times as fast. Where the urbanization level is 
already high, as in Latin America, virtually the whole of the region’s 
population increase will be urban. Where it is low, as in sub-Saharan 
Africa and parts of Asia including China, there is expected to be a 
marked rise in the percentage of the total population increase taking 
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place in urban areas. In China, for example, this percentage is 
forecast to rise from 56% to 113%, so that by the year 2000 the rural 
population will actually be decreasing in absolute terms, while the 
urban population will be continuing to grow at 3% per annum. 

Demographic transition theory postulates that, once death rates 
have decreased, people will tend “‘naturally”’ to lower their fertility. 
Experience shows that, even if this is true, change is often very slow. 
In most developing countries of the Americas, for example, in spite 
of a decline in death rates, the situation is still one of relatively high 
fertility: while life expectancy at birth has increased, fertility rates 
have only recently begun to decline. This has the effect of increasing 
the proportion of the population under 15 and over 65 years of age, 
thus increasing the economic burden that the productive portion of 
the population must carry (9). 

A recent United Nations report on the subject (10) points out 
that migration is a more important factor in urban and metropolitan 
growth than has been acknowledged in recent years. When the 
natural increase among migrants is added to net migration, it 
accounts for a very substantial proportion of total metropolitan 
growth. As about two-thirds of migrants are in the age group 15-29 
years, they create a demand for employment opportunities that few 
cities are able to meet. However, as the report states, although 
migration is usually considered to impose social costs, this is not 
always so and, in many cases, it may benefit cities economically. 

Many of the problems now being faced by the developing world 
have already been experienced by the industrialized countries. 
During the 1950s and 1960s, most of the member countries of the 
Organization for Economic Cooperation and Development (OECD) 
enjoyed a high rate of economic growth, with the urban population 
increasing at a far greater rate than the general population (17). In 
the 1970s, however, national population growth and economic 
growth slackened and migration flows changed. Some of the larger 
metropolitan areas began to lose their relative dominance and now it 
is the outer fringes of these cities, together with small and medium- 
sized cities, that have become the major foci of urban growth. The 
large metropolitan areas in industrial countries have also experi- 
enced a decline in population, jobs, and services, a problem that is 
increasingly affecting the older suburbs and some overspill towns. 
Thus, rapid growth in some areas is accompanied by stagnation in 
others. In some OECD countries, this reversal of migration has not 
yet occurred, and substantial migration from rural to urban areas is 
expected to continue. 

. Thus, while they vary in degree and extent, many of the 
difficulties of managing urban change are similar for both in- 
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dustrialized and developing countries. Both face common problems, 
which include: 


— lack of effective land management; 

— an insufficient supply of low-cost housing; 

— unauthorized residential expansion outpacing and impeding 
the provision of an adequate infrastructure and public 
services; and 

— unemployment, poverty, and all that follows in their wake. 


Urbanization policies in developing countries 


The usual interpretation of the process of urbanization (12) 
draws heavily from experience in industrialized countries, the key 
elements being the increasing complexity of technology and a shift in 
the demand for labour from the agricultural to the non-agricultural 
sector. An imbalance between demand for labour and the geographi- 
cal distribution of the labour supply creates various ‘‘pushes’’ and 
‘““pulls’’ between the urban and rural areas. The primary process 
contributing to a redistribution of population has thus been internal 
migration from rural to urban areas. 

The application of this model of economically induced urban 
growth in Third World countries is, however, questionable, because 
it may be occurring independently of any surge in prosperity 
through industrialization. Thus urban growth may’not be caused 
primarily by the “‘pull’’ forces of economic opportunity in the cities, 
but by the “‘push”’ factors of rural poverty and overcrowding. Even 
in economically stagnant societies, therefore, there may be a signifi- 
cant addition to the urban population which is not absorbed into the 
urban economy, but remains marginally employed in unproductive 
fields, or unemployed. Urban growth, instead of being a sign of 
economic progress, as in the industrialized country model, may thus 
become an obstacle to economic progress: the resources needed to 
meet the increasing demand for facilities and public services are lost 
to potential productive investment elsewhere in the economy. 

As reported by the United Nations (13), a survey carried out in 
1978 indicated that only 6 of the 116 governments that responded to 
a questionnaire considered that the geographical distribution of their 
population was “‘acceptable’’; 42 replied that it was “‘unacceptable to 
some extent’’; and 68 that it was “highly unacceptable’’. As to the 
desirability of the current rates of rural-urban migration, only 3 
countries expressed a desire to accelerate such migration; 23 wished 
to maintain it at the same level, 76 to slow it down, and 14 to reverse 
it. Dissatisfaction was also expressed with the continuing growth of 
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the larger cities, the overloading of public services, the inadequacy of 
the social infrastructure, congestion and noise, pollution of air and 
drainage ditches, the scarcity of adequate housing, the abundance of 
slums and squatter dwellings, the inadequacy of sewerage facilities, 
and the lack of water, electricity, and garbage collection services in 
outlying suburbs. 

In an attempt to cope with these problems governments have, 
among other measures, adopted policies to control and regulate 
rural-urban migration. Four approaches have been tried: 


1. To improve social and economic conditions in rural areas 
through agrarian reforms, labour and tax policies, and so on. 
Considered in theory to be the most promising, this approach 
has in practice been only marginally successful. With a few 
notable exceptions (Bolivia and Costa Rica), promised land 
reforms have not been carried out, or only partially so (as in 
Egypt). The poor have rarely been provided with more land, or 
benefited from favourable prices for their agricultural produce. 
In some cases the effect has been the opposite of that intended: 
rural-urban migration often accelerated, as in Argentina, 
Colombia, Ecuador, and Peru. 


2. To control migration through legislation, including residence 
at work-points (as in China, India, and Indonesia), slum 
removal, and obligatory resettlement (as in Brazil and the 
Philippines). The success of these measures (some of which 
violate Article 13 of the Universal Declaration of Human 
Rights)* generally depends on the implementation of additional 
measures aimed at creating adequate social and economic 
conditions in the settlement areas. 


3. To redistribute the rural population within the rural areas 
(projects in Brazil, India, Indonesia, Malaysia, Nepal and Sri 
Lanka). Only a few of these projects have succeeded in re- 
locating the targeted number of persons. Inadequate infrastruc- 
ture and poor communications have been among the main 
constraints. In addition, the projects have been costly and have 
covered relatively small numbers of people. 


4. ‘To accommodate migrants in urban areas through housing 
projects, “sites and services” schemes, and so on, as in Kenya, 
United Republic of Tanzania, and Venezuela (Caracas) or to 


v ~ ~ — ~ 
-" Article 13(1) of the Universal Declaration of Human Rights states: ‘““Every- 


one has the right to freedom of movement and residence within the borders of 
each State’’. 
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redirect them to other urban areas (satellite towns, etc.) as in 
Malaysia, Mexico, Peru (Lima), Republic of Korea, Senegal 
(Dakar), and Venezuela (Ciudad Guyana). The implementation 
of such projects has encountered a number of problems, and 
their success has differed widely. One important conclusion 
seems to be that, whether or not they have achieved their goals, 
they have stimulated more migration to the urban areas, thus 
aggravating the problems of urban congestion and unemploy- 
ment. 


Some of the projects have demonstrated that potentially effec- 
tive policies can be hamstrung by bad planning, lack of coordination 
between ministries, poorly guided execution, and a lack of flexibility 
in responding to the difficulties that inevitably arise during 
implementation. It should also be said that for many cities the 
measures outlined above came too late, since the rate of natural 
population increase was such as to offset any of the benefits of 
regulation. 

Nevertheless, much relevant information and experience are 
available in the developing countries, and they should be shared. 
Even unsuccessful attempts can provide a helpful starting-point, 
through a frank discussion of the reasons for failure. A sharing of 
experience is one way to improve national policies regarding 
rural—urban migration and to strengthen the institutions responsible 
for planning and implementing them. Technical cooperation be- 
tween developing countries (TCDC) provides an appropriate mech- 
anism for this purpose. 


Urbanization policies and health: an 
example from the Sudan 


The total urban population in the Sudan in about 4.5 million. No 
figures are available on the number of urban poor. However, 
the general government policy towards the low-income urban 
population is (a) to replan the ad hoc settlements around the 


peripheries of cities; (b) to provide a safe water supply, 
electricity, education, and basic sanitation; and (c) to ensure 
coverage by primary health care. 


The main health problems of low-income urban groups are 
thought to be malaria, diarrhoeal diseases, respiratory tract 
infections, anaemia, and malnutrition, and diseases of child- 
hood such as measles, whooping cough, and diphtheria. 
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All the problems of urbanization in Sudan are exacerbated by 
the influx of great numbers of refugees from neighbouring 
countries. In general little is known about the health problems 
of the urban refugees. 


In terms of urban development, several industries have been 
established in urban areas, notably textile and spinning factor- 
ies. These have had a positive effect in that they provide 
employment and regular income which improves the nutritional 
status of families and enables the community to participate in 
health-related activities. However, there is also a negative 
effect, namely an increase in occupational diseases, especially 
those of the lungs. 


In Juba the low-income residents (‘fourth class’’) comprise 
about 80% of the town’s population of some 85000 people. The 
growth rate is 9% per annum. Their most common health 
problems are associated with poor sanitation and water supply. 
More than half the town’s population lacks adequate clean 
water, and 80% do not have access to a latrine. The Juba Area 
Council has embarked on a number of health projects including 
an oral rehydration and immunization campaign financed by 
UNICEF which involves the community at every stage including 
that of building centres. It also involves the voluntary cooper- 
ation of 23 extension workers from the Departments of Youth 
and Sports and Social Welfare. Drama presentations have been 
successfully used as an educational tool in the programme. 
The “training of trainers’ is desperately needed, and in- 
frastructure including buildings is still lacking. For example, 
immunization sessions are still conducted under trees in more 
than a quarter of the ‘‘councils’’ in Juba. 


A project.for the improvement of water standpipes in the town is 
aimed at 2000 households in the ‘‘fourth-class’’ areas. There 
are 39 standpipes, including 24 communal ones, in these areas. 
As well as being in poor working condition, insanitary, and 
unreliable, most of them lack meters. Thus a large proportion of 
the low-income population depends on untreated water from 
rivers and streams. The objectives of the project are to improve 
the performance, sanitary management, and maintenance of 
the existing standpipes. 


Prepared by Dr M. A. Rahman Musbah, Director, Primary Health Care, Ministry 
of Health, Sudan, and Mr Christofer Gondia, Juba, Sudan, for the UNICEF/WHO 
Interregional Consultation on Primary Health Care in Urban Areas, Manila, 
Philippines, 7-11 July 1986. 
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The urban poor 


The direct result of this urban population explosion has been a 
tremendous increase in the number of squatters’ settlements and of 
the urban poor. For many countries and cities the problem is of such 
magnitude and urgency that the term “urban crisis’ is no exag- 
geration (see Table 4). 

In 1981, it was estimated that 79% of the population of Addis 
Ababa dwelt in slums and squatter settlements and, indeed, some 
have put the proportion even higher, at 90%. This may be an 
extreme case, but other major cities in the developing world are 
not far behind. It is not necessary to quote more figures to re- 
alize the extent and gravity of the problem. By the end of the 
twentieth century, the urban poor may represent a quarter of 
humanity. 

There has been no shortage of accounts, in recent years, of the 
plight of those people and, while the reports have done much to 
create a greater general awareness of a truly dreadful situation, 
repeated descriptions of it are unfortunately losing the power to 
shock. The pattern is the same: in the underprivileged sections of the 
urban population, infant and child mortality rates (when they are 
accurately known) may be three or four times higher than the city 
average and there is a comparable intra-urban differential in all other 
aspects of health, education, and social well-being. 

Few would disagree that the root cause of this urban crisis is 
poverty, whether it is the poverty of the rural areas that drives people 
to the cities, or the poverty of underemployment and unefmployment 
that keeps them enclosed in slums and squatter settlements. 

Poverty is a harsh word, but it directs attention where it is 
needed and there is no point in searching for a softer term. Any 
measure that alleviates poverty will tend to improve the health 
of those affected. One of the principal challenges facing health 
authorities, therefore, is how to participate in urban development 
so that the potential of all activities for improving the health of the 
population will be fully realized. 

The term ‘‘fourth world’”’ has been used to describe a sub- 
proletariat whose housing, sanitation, clothing, and food are inad- 
equate; whose cause is not championed by politicians and unions; 
who have limited information, education, and voice; and who, 
because of indifference or intolerance, and the way that they are 
affected by the law and by administrative practice, are systematically 
prevented from exercising the rights that other people take for 
granted (14). From the economic point of view they are considered a 
burden, and from the health point of view, a danger (175). This 
description accurately fits the poor living in the slums and shanty 


25 


SPOTLIGHT ON THE CITIES 


Table 4. Proportion of squatters and slum-dwellers in selected cities? 


Slum-dwellers 
and squatters 


City population No. 
Region and city Year (thousands) (thousands) % 
Africa 
Addis Ababa 1981 1200 948 79 
Casablanca 1971 1506 1054 70 
Kinshasa 1969 1288 733 60 
Nairobi 1970 535 P77 33 
Dakar 1969 500 150 30 
Latin America 
Bogota 1969 2294 1376 60 
Buenos Aires 1970 2972 1486 50 
Mexico City 1966 3287 1500 46 
Caracas 1974 2369 1000 42 
Lima 1970 2877 1148 40 
Rio de Janeiro 1970 4855 1456 30 
Santiago 1964 2184 546 25 
South Asia 
Calcutta 1971 8000 5328 67 
Bombay 197I 6000 2475 41 
Delhi 1970 3877 1400 36 
Dhaka 1973 1700 300 35 
Karachi 1971 3428 800 23 
East Asia 
Manila 1972 4400 1540 35 
Pusan 1969 1675 .§27 31 
Seoul 1969 4600 1320 29 
Jakarta 1972 4576 I190 26 
Bangkok/Thonburi 1970 3041 600 20 
Hong Kong 1969 3617 600 17 


ni ttt le a bes eae) 
* Sources: United Nations, World housing survey 1974: an overview of the state of 
housing, building and planning within human settlements. New York, 1976 
(document ST/ESA/30), pp. 159-164; United Nations, the improvement of 
slums and uncontrolled settlements: Report of the Interregional Seminar on the 
Improvement of Slums and Uncontrolled Settlements, Medellin, Colombia, I§ 
February- 1 March 1970. New York, 1971 (document ST/TAO/SER. C/124), 
PP. 21-23; Report of the municipality of Addis Ababa to the city council, July 1981, 
Pp. 7; International Development Research Centre, Housing Asia’s millions, 
Ottawa, 1979, p. 53. 


towns of most cities of the world, who are only to a small extent 
immigrants from other countries or members of discrete ethnic 
minorities; for the most part they are citizens “like the rest’’, of the 
same race, ethnic group, and religion (16). } 
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WHO (308) 


Poor homes directly affect the health and well-being of the inhabitants 


7 


The measurement of poverty is difficult and may prove decep- 
tive, especially if income is the sole criterion employed. Income 
statistics tend to be unreliable. A better picture can be obtained by 
also using non-monetary criteria, and by adding information on 
visible assets such as land, livestock, or houses. Although the 
“poverty line’? may haye administrative uses, it has no absolute 
validity: the percentage of a population above or below that line can 
be large or small depending on the assumptions and concepts used. 
The distribution of income values provides a better approach and 
permits the selection of a poverty line appropriate to a specific 
purpose. Since many policies and programmes that are intended to 
help the poor aim at the prevention of malnutrition, the supply of 
safe drinking-water, the provision of shelter and environmental 
services, and the provision of health care and education, deprivation 
should be stated in terms of these factors as well as in terms of income 


(17). 
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Assuming that, in the year 2000, one-half of the urban popu- 
lation will still be living in similar conditions, at least one billion 
people will be counted among the urban poor. Of these, approxi- 
mately 56% will live in Asia, 24% in Latin America, and 20% in 
Africa (18). These figures, translated into human terms, forecast 
harsh times ahead for most of the poor living in the cities and towns 
of the developing world, where squatter settlements built of card- 
board, wood, and flattened kerosene cans have already become a 
common sight and a permanent feature of the landscape. 


Population movement and health: an 
example from Colombia 


Efforts to discourage migration to the city by the rural poor of 
Colombia, as well as publicity campaigns to encourage a return 
to the land, have been undertaken to help reduce unemploy- 
ment among the country’s urban poor. There are also family 
planning projects aimed at reducing the growth of urban 
populations as a whole. Pressures on housing are tremendous 
and, in an attempt to cope with them, 40000 units have been 
built in four years. 


According to a national household survey carried out in 1980, 
46% of all urban dwellers earn less than the minimum wage 
(this was US$ 90 per month in 1986). The principal health 
problems of the urban poor appear to be stress-induced 
hypertensive, cardiovascular, and cerebrovascular diseases, 
accidents (particularly burns), and drug abuse. There is a high 
homicide rate. The. children of low-income families suffer 
mainly from enteritis, diarrhoea, and pulmonary disease. The 
reduction of motor-vehicle accidents, intentional injuries, homi- 
cide, and drug trafficking will require the cooperation of law 
enforcement agencies. 


Just over half the population in Bogota éarns the minimum 
wage or less, with 12.4% unemployed and an illiteracy rate of 
about 14%. The rate of population growth in the city is 2.8%, 
having decreased over the previous decade. According to 
Projections, this rate will continue to decrease during the rest of 
the century. However, Bogota is still struggling under the 
burden created by a peak growth rate of 7% in the recent past. 
For example, only 52% of the city’s low-income households 
have easy access to a safe water Supply, and only 3.5% have 


easy access to adequate facilities for the disposal of liquid 
waste. 
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In Bogota, for children under 5 years of age, bacterial and viral 
intestinal diseases and parasites, together with respiratory 
diseases, home accidents, and diseases preventable by im- 
munization, constitute the major causes of mortality and mor- 
bidity. In mothers, the complications of pregnancy, delivery, 
perinatal illness, abortion, and cervical cancer constitute the 
major sources of illness and death. In 5—-15-year-olds, acci- 
dents, acute respiratory illness, and eye, ear, nose, and throat 
ailments are the major health problems; among those between 
15 and 44 years of age, accidents, and personal injuries loom 
largest and the homicide rate is particularly high; for those 45 
years of age and older, hypertensive, cardiovascular, and 
cerebrovascular diseases, as well as generalized heart dis- 
ease and malignant tumours, are the principal causes of 
morbidity and mortality. 


The city has established a satisfactory statistical survey system 
whereby data are collected from each of the health centres and 
centrally correlated. Within the city health centres, the collec- 
tion of information is good, but some of the marginal groups at 
risk outside the areas served by these centres are picked up 
only in surveys carried out by the medical schools, two of which 
place particular emphasis on epidemiology. The two principal 
schools involved are the Colombian School of Medicine and the 
Medical School of the National University. 


Prepared by Dr R. A. Sanchez, Secretary of Health, Health Service of Bogota, 
Colombia, for the UNICEF/WHO Interregional Consultation on Primary Health 
Care in Urban Areas, Manila, Philippines, 7-11 July 1986. 


Health consequences of rapid urban growth 


The rapid demographic growth of many cities, especially in the 
developing world, is stimulating the demand for resources, inten- 
sifying their utilization, and creating severe pressure on the urban 
infrastructure and physical environment. 

The urban poor are at the interface between underdevelopment 
and industrialization, and their disease patterns reflect the problems 
of both. From the first they inherit a heavy burden of communicable 
disease and malnutrition, while the second brings them its typical 
spectrum of chronic and social diseases. 

The patterns of mortality and morbidity observed among the 
urban poor are shaped by the socioeconomic and environmental 
conditions prevailing in the marginal areas to which they are 
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confined. They are caught in a web of insecurity, low income, 
environmental hazards, and unsatisfied human needs. Poor health is 
one result, but its real dimensions are generally buried in the 
composite information used for overall urban—rural comparisons. 

Safe water, disposal of solid wastes, acceptable housing, and 
adequate transport are particularly deficient in marginal urban areas. 
The existing service infrastructure is totally inadequate. Additional 
resources and development, far from providing any radical improve- 
ment, are unable to keep pace with continuing inward migration and 
natural population growth. Thus there is a general widening of the 
gap. 

Environmental pollution, a widespread problem for all urban 
dwellers, affects the poorest members of the population most 
severely, since most of them live at the periphery where manu- 
facturing, processing, and distilling plants tend to be sited and envi- 
ronmental protection is often weakest. 

The extended family with its protective structure is often 
replaced by the nuclear family unit. The social structure common in 
the rural areas is lost in the migration process and is difficult to 
rebuild. This increases the vulnerability of the urban migrant. Since 
single-parent households, often headed by a woman, are frequent, 
and the need for women to work is pressing, neglect of children is 
almost inevitable. Even worse, many children must contribute to the 
family income, working under precarious conditions, in which they 
may well be exposed to accidents, maltreatment, and abuse. 

Three main groups of health hazards simultaneously, and 
perhaps synergistically, operate on the poor in the cities. The first 
group, essentially economic in origin, includes low income, limited 
education, an insufficient diet, overcrowding, and insanitary con- 
ditions. The second is related to the man-made urban environment, 
with its industrialization, pollution, traffic, stress, and alienation. 
The third is the result of the social instability and insecurity that 
have become almost characteristic of life in certain urban areas and 
includes promiscuity, alcohol and drug abuse, prostitution, and 
child labour, leading in their turn to high rates of alcohol and drug 
dependence, sexually transmitted disease, and a variety of other 
conditions that overlap with those in the preceding group. There is 
also the hazard of change, especially unwanted and undesirable 
change, and the stress associated with it. Change often carries a 
physiological and psychological price-tag, for the higher the degree 
of change in life, the greater the risk of ensuing illness, and the more 
likely it is to be severe (19). 

Specific mortality and morbidity data on infants and children of 
the urban poor are very limited, and most of the information 
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Environmental pollution is a problem for all urban dwellers ; 


available concerns city or country averages. However, while all 
members of the poor population in the cities of the developing world 
are vulnerable, the risks vary by age group and by sex. 


Children and urban poverty 


‘The urban environment can be particularly hostile to children. 
Poor housing, malnutrition, acute respiratory infections, diarrhoea 
and waterborne diseases, high environmental risks, lack of parental 
supervision and even child abandonment, early childhood labour, 
and other ills of urban poverty are endemic and contribute to the ill 
health of young children and high mortality among them. Formal 
education systems are often inadequate, and family and community 
structures in the urban environment provide little opportunity for 
informal education through, for example, peers and grandparents. 
There are limited recreational facilities. Children, particularly in 
single-parent families where the parent probably has to work long 
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and irregular hours for a cash income, suffer from cultural depri- 
vation and face a conflict of value systems, which further contribute 
to their psychosocial deprivation. The proportion of unattended or 
abandoned children is high, and there are only limited facilities at the 
community level to provide them with care and protection. Under 
these conditions, children easily fall prey to the enticements and 
promises of unscrupulous people. Abuse and exploitation of children 
in a variety of different ways, and their involvement in prostitution 
and crime, are becoming common features of the cities. 


Child labour 


According to the International Labour Organisation, some $5 
million children under the age of 15 were working in the developing 
countries in the late 1970s (20-22). As this estimate includes only 
full-time workers and the figures are provided by the countries 
concerned, it is likely to be a gross understatement. Migration of 
impoverished families from rural areas to the cities is often the first 
step in the process. A contributory factor is the disintegration of the 
family and its abandonment by the father, which may follow from 
the frustration of unfulfilled expectations. Children may be engaged 
in tasks that are too strenuous for them or may have to work in 
insanitary conditions. They may be forced to roam the streets, or to 
live in a social environment conducive to asocial behaviour and 
prostitution. Children may have to work long hours, be away from 
home for most of the day and even night, be underpaid and underfed, 
and receive no education or other benefits. Besides having to do 
uninteresting and monotonous jobs devoid of creative and in- 
tellectual stimuli, the child at this very important stage is denied the 
possibility of normal mental and emotional development. The effects 
on health are manifold, but not fully known and difficult to investi- 
gate, because child labour is often illegal and concealed. Malnutrition 
is widespread. Exposure to toxic substances, accidents at work or on 
the road, psychological disturbance, and other hazards is all too 
common. 

It is worth quoting a recent ILO summary of the situation (23): 
“The ILO’s research... has... found that child labour is almost 
universally recognized as being undesirable, harmful for the children 
themselves and to the future of their nations. Why, then, does it 
persist? ... in most cases it persists because of poverty, which 
forces families to send their children out to work or compels the 
children themselves to work in order to survive.’’ The numbers of 
the poor, especially the absolute poor, seem to be increasing, and in 
such situations more children are forced into work and illness. The 
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Children are particularly vulnerable to the diseases of poverty 
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answer to exploitative child labour and poor child health may lie in a 
rethinking of the causes of, and the cure for, poverty. 


Street children 


The numbers of street children have grown as a result of rapid 
urbanization, and the circumstances in which they live seriously 
jeopardize their health, safety, and moral welfare. They are often a 
product of massive migration from rural areas and the resultant 
breakdown of family life, or of the death of a parent, or the divorce or 
separation of parents. These children, now an integral part of the 
urban scene and estimated to be 80 million in number (24), lead 
hazardous lives, sometimes working at odd jobs, scavenging or 
begging for food, and often having to seek shelter. Some, un- 
supervised by adults, spend their days on the street but are able to 
return home at night. Others have no home to return to and sleep 
anywhere they can find shelter. Besides having no stable environ- 
ment, they do not attend school, live hand-to-mouth (being under- 


33 


SPOTLIGHT ON THE CITIES 


WFP/FAO Photo: T. Page 
Those with no permanent home must find shelter where they can 
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nourished as a result), and are more likely than others to turn to 
stealing or violence as a way of living. These abandoned children 
inevitably suffer the consequences of lack of sanitation and clean 
water, occupational accidents, sexually transmitted diseases, drug 
abuse, crime, and all the other effects of striving to cope alone, 
resulting in a deep sense of insecurity and emotional conflict. There 
seems to be no place for them in the present social system. 


Tackling the problem 


In 1981-82, UNICEF sent an exploratory consultation to Brazil 
and, with members of the National Child Welfare Foundation, 
looked at what was being done for street children. UNICEF 
agreed to support five of the projects they saw, and the 
Brazilian authorities also allocated funds. Since 1982 the five 
projects have mushroomed into a people’s movement. Social 
workers were picked from other communities to spend time 
working with the original projects and then develop projects of 
their own, picking up ideas here and there, as relevant. By 
1984, the programme encompassed 200 communities, and 
today 400 communities are coordinating activities to a point at 
which, even if the government decided to withdraw, the move- 
ment would survive. 


Two million children are under the programme's wing, and 
there are hopes of including all 30 million street children before 
the end of the century. If proof is needed of success, one need 
only refer to the Street Children’s Congress held at the end of 
1986. Four hundred children from projects throughout the 
country found their way to Brazilia for this event (some were 
sponsored by an airline company, some came by bus or boat, 
others hitch-hiked). They sent letters to the President of Brazil 
and had a meeting with members of parliament, which was 
covered by television and the press. 


The Brazilian programme has had a remarkable domino effect. 
Colombia and Mexico have started their own programmes, 
which, if not on the same scale, are making a valuable 
contribution to the movement. From these countries, the idea 
has spread to Guatemala, Honduras, and Nicaragua. As a 
result of two regional conferences, one in Brazil in 1984 and the 
other in Bogota in 1985, representatives from Mozambique, the 
Philippines, and Thailand have been inspired by the experi- 
ence of the other countries to use a similar approach in their 
own urban areas. 
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Sexual exploitation of children 


This is another grave problem which governments and a 
number of organizations are trying to bring under control (25). Here 
too, it is impossible to give precise figures, but they are high. The 
extraordinary growth of tourism has led to dangerous developments 
in this area, especially in the cities of the developing world. 
Thousands of girls, some as young as I2 years of age, have been sold 
by their parents and find themselves caught up in a network of 
brothels, child pornography, and drug trafficking. The prostitution 
of male children is also increasing. Kept in a condition of bonded 
labour, children of both sexes are exposed to alcohol and drug 
consumption and subsequent dependence, and sexually transmitted 
infections are widespread among them. Governments are reluctant 
to release information, in case it gives their countries an unfavour- 
able image, even though they thereby make remedial action more 
difficult. 


Child abuse 


Child abuse seems to be on the increase, although some think 
that the figures may reflect growing awareness rather than rising 
incidence. Nevertheless, only a small fraction of all such abuse is 
reported, probably amounting to no more than 20-30% of all cases 
(26). The problem is complex and borders or overlaps those just 
mentioned. It includes physical abuse and excessive behaviour of 
different kinds (beating, burning, deprivation of food, etc.), as well 
as emotional deprivation, sexual, psychological, and mental cruelty, 
and partial or total abandonment. The slums and shanty towns of the 
developing countries, with all the difficulties inherent in bearing, 
feeding, and raising children there , constitute an environment that is 
all too conducive to child abuse. Tragically, there is a high concen- 
tration of abuse in institutions established for the care and well-being 
of young people. Child abuse may well be a self-perpetuating 
process, as often the “guilty”? parent was abused as a child. Preven- 
tive and remedial action is hampered by difficulties in defining child 
abuse in legal terms and gaining agreement between law-makers and 
the social agencies on what is to be done. 
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Integrated child development service in 
India: Evaluation of the delivery of nutrition 
and health services and the effect on the 
nutritional status of the children 


| The delivery of nutrition and health services to pregnant 

women, lactating women, and preschool children and their 
/ impact on the nutritional status of preschool children have been 
evaluated in projects of the Integrated Child Development 


Service (ICDS) in India. A stratified random sample of 17 904 
preschool children, 1210 pregnant women, and 3482 nursing 
mothers was drawn from 5 rural, 7 tribal, and 3 urban projects; 
87-97% of those in the selected sample were available for a 
baseline study, and 80-98% were included in a follow-up study 
20-21 months after utilization of the ICDS package of services. 
Considerable improvements were registered among all three 
categories of beneficiaries as regards the utilization of supple- 
mentary nutrition, vitamin A, iron, and folic acid, and immuni- 
zation with the scheduled vaccines and toxoid. Even among 
children under 3 years of age there was a marked rise in 
coverage by all the services in the package, and a significant 
positive change in the nutritional status of preschool children 
was noted. The baseline study registered severe rnalnutrition 
(grades tll and IV) in about 22% of children; this proportion was 
reduced to 11%, 5% and 6% in the rural, tribal and urban 
projects, respectively. The follow-up study showed that the 
proportion of children with normal or near-normal nutritional 
status (grade 1) had increased from 46% to 58% in the rural 
projects, from 46% to 58% in the tribal projects, and from 43% 
to 73% in the urban project area. 


Adapted from: Tandon B. N. & Bhatnagar, S. /ndian journal of medical research, 
73: 385-394 (1981). 


Young people 


Young people constitute a high proportion of the urban popu- 
lation. Some of them may have recently migrated to the city; others 
will have spent their childhood in marginal urban areas. Many of 
them, because of early employment, alienation, or lack of parental 
supervision, end up as school drop-outs. They are thus unable to 
acquire the skills necessary to compete in a limited job market. 
Unwanted pregnancies, illegal abortions, and sexually transmitted 
disease are common problems of this age group, together with 
malnutrition, mental disturbances, drug dependence, violence, and 
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Drug abuse is a common problem among young people 


in many cities 
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accidents: the last two are among the principal causes of death. Faced 
with the inevitable stresses and strains of adolescence, the young 
urban poor have nowhere to turn for support. On the contrary, their 
circumstances, lack of qualifications, and low self-esteem combine to 
produce a vicious spiral from which there is often little chance of 
escape. 


Women 


A significant proportion of urban households are headed by 
women. Often these women have no close relations living nearby, 
and the nature of the marginal areas in which they live does not foster 
the development of other links as alternative support. A large 
number of women have to seek work to support their family. In the 
context of high unemployment, their often limited education and job 
skills tend to confine them to low-income occupations or to the 
service sector; their working hours are often long, so that their 
families, particularly the younger children, are deprived of care and 
protection. This situation also has adverse consequences for their 
own physical and mental health. They may run a persistent risk of 
pregnancy in their search for male support, they are often malnour- 
ished, and they are exposed to mental stress, sexual harassment, and 
abuse in searching for and maintaining a job. They tend to neglect 
their own health and their access to health services is limited, 
perhaps because such services do not exist locally or, cannot be 
reached during their hours of opening, or because the women cannot 
afford the time or the cost. They tend to put their children’s interests 
before their own. 


Workers 


The health of the poorer urban workers, both male and female, 
has always been a matter of concern. The task of making a living for 
themselves and their families is particularly hard in an overcrowded 
job market for which they are often ill prepared. Thus their main 
problems are the constant threat of unemployment, and the lack of 
opportunities and support for developing their own skills in line with 
the ever-changing demands of a job market that is very different 
from that of the rural areas. Most employment, even when available, 
is temporary, unskilled, poorly and insecurely paid, unprotected by 
legislation, and lacking in occupational health and other welfare 
services. At the same time, with persistently high fertility rates and 
the increasing number of elderly persons, these workers often have 
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Many of the urban poor have no choice but to work in unhealthy conditions; these 
workers are exposed to dust which affects the respiratory tract and the eyes 


many others dependent on them. Adverse health consequences have 
been increasingly noted in the form of accidents (reported as the 
leading cause of death in the age group 15-44 years in Latin 
American countries) among the workers themselves and generally 
low levels of health among their dependants. Few places provide 
adequate health services for lower-paid workers, and even fewer 
have day-care facilities for young children. 


Elderly people 


Demographic projections indicate that the proportion of elderly 
people (65 years and over) in the population will continue to increase 
during the next two decades. The 350 million elderly people of 1975 
will become 600 million by the year 2000, and the proportion living 
in poor countries will rise from 50% to 70% or more. Because of 
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intensive rural-urban migration over the last 20 years, many older 
people are already living in cities. Little is known of the nature and 
dimensions of the problems they face; however, the impact of their 
growing numbers is reflected in the fact that chronic and degenera- 
tive diseases are among the leading causes of death in many cities. 
Many elderly people live in poor socioeconomic areas and are 
without adequate psychosocial and economic support from family or 
community. Gentilini and co-workers (27) observed that whereas 
elderly people are tolerated in rural areas, in the city they are seen 
as a burden; moreover, whereas the elderly are often respected 
and valued in the country, they are a nuisance in the city because they 
lack adaptability to the “‘urban culture’’. The traditional family, 
which revolves around and protects the elderly, may still be found in 
the rural environment, but seems incoinpatible with urbanization. 


Localization of health problems 


Cities as a whole compare favourably with rural areas, in terms 
both of health problems and of the availability and utilization of 
services. However, their heterogeneous nature means that properly 
compiled and disaggregated information often reveals a quite differ- 
ent picture. It may appear from such information that the differences 
between the urban poor and the rural poor are not so marked, and the 
familiar adage of “‘urban better than rural’’ may prove to be false. 
Instances are becoming more and more frequent in the literature. 
While the lower level of reporting in the rural areas may be partly 
responsible for this, it seems reasonable to assume that, given a more 
systematic stratification of data on urban areas according to eco- 
logical and socioeconomic criteria, many other examples would 
emerge. A few are given below. 


a In 1967, the Panamerican Study of Patterns of Urban Mortality 
(28), although unsuitable for an appreciation of intra-urban 
differentials or a stratified rural-urban comparison, already 
hinted at the possibility that unfavourable conditions in certain 
cities may result in death rates higher than those recorded in the 
rural areas. 


@ Tabulations of statistics for Thailand for the year 1970 (29) 
showed an infant mortality rate of 31 per 1000 live births in the 
Bangkok metropolitan area, while in the remainder of the 
country the rate was 22 per 1000. In the large slum areas of 
Port-au-Prince, Haiti (30), over 20% of babies die before I year 
of age and another 10% or more succumb in the second year of 
life; these mortality rates are almost three times those for the 
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A tightly knit network of community health volunteers can help to ensure good 
coverage for immunization programmes 


urban areas (while the rates for the well-to-do in the same city 
are comparable to those recorded in the urban areas of the 
United States of America). 


e In Cote d’Ivoire (37), it was found that the average annual 
incidence of tuberculosis infection was 1.5%, and that this 
covered incidences ranging from 0.5% in the rural areas to 
2.5% in the capital, Abidjan, where the,rates could reach as 
much as 3% in the more deprived areas such as Vridi and 
Koumani and where the disease could strike much earlier than 
it did elsewhere. 


@ In Dakar, Senegal (32), one-third of the people in a periurban 
sample were positive for Ascaris infestation, while only 3 cases 
were found in a sample of 262 people in the rural area. 
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In Abidjan, Cote d’Ivoire (33), where food supplies are con- 
sidered satisfactory, there are striking inequalities between 
socioeconomic groups and geographical areas, resulting in 
lower access to food among certain urban groups than among 
people in rural areas. In the lower occupational strata of San 
José, Costa Rica (34), San Salvador, El] Salvador (35) and 
Guatemala City (36) the prevalence of second- and third-degree 
protein-calorie malnutrition was similar to or even slightly 
above that found in rural groups. In Hyderabad, India (37), the 
proportion of children aged I-7 years who presented various 
nutritional deficiencies was higher than it was among their rural 

Ss counterparts. In certain sections of Jakarta, Indonesia (38), 
infant mortality is 85-90 per 1000 live births and there is a 
greater incidence of calorie-deficiency malnutrition than in the 
rural areas. In the Egyptian national nutrition survey of 1978 
(39), the prevalence of stunting was found to be 15.7% and 
18.8% in the disadvantaged areas of Alexandria and Cairo- | 
Giza, respectively, compared with 27% in the rural villages of 
Upper Egypt and only 1.1% in a group of socioeconomically 
advantaged children. In four slum areas of Bangkok (29), the 
prevalence of protein-calorie malnutrition was found to be 
high, even in children less than 6 months old: this early 
malnutrition was attributed to failure to breast-feed, early 
weaning, or inadequate artificial feeding. By contrast, almost all 
infants in the rural areas are adequately breast-fed and severe 
protein-calorie malnutrition in children less than 6 months old 
is rare. 


Thus, in many respects, rural migrants to the cities may find 
themselves worse off from the point of view of health than they were 
in the rural areas from which they came. Urban malaria may be 
prevalent, the density of the squatter population may facilitate the 
transmission of communicable disease, migrants may acquire a 
higher load of intestinal parasites than they came with, and the cost 
of food may make chronic undernutrition inevitable. To all of these 
are added the health and social hazards already mentioned. 


Distinctive characteristics of urban poverty 


While both rural and urban areas may share such problems as 
unsafe water, poor sanitation, and malnutrition, the high densities of 
urban populations call for fundamental, innovative solutions. In- 
dustrial pollution is a particular hazard in urban areas. Health 
services are, of course, much more extensive in the cities, though 
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access to them is likely to be impeded by economic and social 
barriers, despite their proximity. 

Local government is also far more elaborate in urban than in 
rural areas, which is both a strength and a weakness. Bureaucratic 
skills are available, at least in theory, but many poor neighbourhoods 
receive low priority when services are already stretched, and dealing 
with town and city governments can be substantially more difficult 
for consumers than dealing with a less sophisticated rural organiz- 
ation. 

Although most of the settlements of the urban poor are rela- 
tively permanent and stable, they nevertheless often lack traditional 
community organizations. These may have to take new forms before 
community involvement in primary health care can be effective. In 
addition, lack of security of land tenure is often a fundamental 
problem for the urban poor, underlying their other problems and 
making them peculiarly hard to overcome. 

Most of the major causes of death and many of the most 
common causes of high child mortality have clear and direct links 
with poverty; this is reflected in poor housing and unhealthy 
neighbourhoods, lacking access to decent water, sanitation, and 
garbage collection. Health for all cannot be achieved without ad- 
equate shelter and an infrastructure of urban services. 

The facts about the urban poor are hidden because figures for 
their health and nutritional status are often either omitted from the 
statistics, or presented as aggregated data, along with the figures for 
more prosperous neighbourhoods. For the rapidly increasing num- 
bers of urban poor, health conditions may in some respects be even 
worse than they are for the rural poor, and are deteriorating. In any 
attempt to deal with the needs of the urban poor, better information 
is required, since its absence makes it difficult to know the extent of 
their problems, to persuade people that these problems exist, and to 
formulate effective responses to them. 

Another common difficulty is lack of understanding of primary 
health care on the part of the medical profession and the hospitals, 
and even the active opposition of the established health system to 
such care—this despite the fact that professional public health 
workers have nearly always played a leading part in the design of 
primary health care projects, the objectives of which, at the most 
fundamental level, are shared by everyone involved in health work. 

In addition, policy formulation and planning in the health 
sector are often weak at the city level. Where this is the case, it will 
sooner or later become a crucial barrier to universal coverage. 
Management ability at city level is a much more important require- 
ment than is generally recognized. Moreover, low-income groups 
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will have to develop their own representative organizations to ensure 
that their voices are heard. 

Finally, there is the formidable constraint of lack of resources to 
develop and sustain new programmes. Additional funds are unlikely 
to be available on the scale required, so that a redistribution of 
resources is usually necessary, to be supplemented wherever possible 
by the people themselves, including the poor, however unjust this 
may seem to be. 


Comprehensive coverage 


In working towards comprehensive coverage, as opposed to 
initiating narrow and limited sectoral pilot projects, it is vital to 
overcome the problems outlined above. Conceptually, there is a 
sequence to be followed, from definition of needs, through the stages 
of experimental projects, programme development, and systematic 
institutionalization on a comprehensive scale, the whole process of 
learning and implementation taking perhaps I0 to I5§ years in all. Of 
course it may be possible—and necessary—to find ways of shorten- 
ing this process, but the pattern is worth remembering. At each 
stage, different criteria for measuring achievement will apply. At the 
project stage it is effectiveness that matters: does the approach work? 
At the development stage it is more a question of efficiency: ean 
particular results be achieved at a cost that is affordable? And, finally, 
in the institutionalization phase, it is a matter of achieving complete- 
ness and building in resilience for the long term (40). 

For primary health care to succeed, whether in an urban or a 
rural setting, there will have to be a change in the orientation of 
governments from a welfare approach to a development one, that is, 
not providing all the services required, but helping people to do 
more for themselves. It is simply not feasible to deal with the 
enormous problems arising in the poorer parts of the world in any 
other way. Above all, the attack on urban poverty and its conse- 
quences demands imagination, flair, and leadership. 
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Reorienting urban health 
systems | 


In recent years, efforts have been made to tackle the health 
problems of the urban poor through the introduction of primary 
.. health care, but only on a limited scale. Numerous small-scale 
' projects have been introduced, focusing on particular aspects of 
primary health care, but few of them have ventured into the area of 
comprehensive population coverage or included adequate provision 
for expansion. The time has now come when these rather restricted 
endeavours should be expanded so as to make a real impact on the 
situation in every urban district.’ 

One thing has become transparently obvious: a conventional 
approach is out of the question, being both inappropriate and 
unaffordable. If there is to be any progress, there has to be a complete 
change in urban health policies. The view is that only a health system 
based on primary health care (Fig. 7) has a sufficiently broad 
approach to offer a chance of success, considering the variety of 
geographical areas (districts) to be covered and the differing socio- 
economic levels of city-dwellers. 


A district health system based on primary health care is a more 
or less self-contained segment of the national health system. It 
comprises first and foremost a well-defined population, living 
within a clearly delineated administrative and geographical 


area, whether urban or rural. It includes all institutions and 
individuals providing health care in the district, whether 
governmental, social security, nongovernmental, private, or 


‘ The term district as used here denotes a clearly defined administrative area 
which commonly has a population of between 50 000 and 500 000, where some 
form of local government or administration takes over many responsibilities 
from central government sectors or departments and where a referral hospital 
exists. Different names may be used in different cities to denote such an area: 
block, municipality, department, neighbourhood, etc. 
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traditional. A district health system therefore consists of a 
variety of inter-related elements that contribute to health in 
homes, schools, workplaces, and communities. It includes self- 
care and all health care workers and facilities, up to and 
including the hospital at the first referral level and the appropri- 


ate laboratory, other diagnostic, and logistic support services. 
Its component elements need to be well coordinated by an 
officer assigned to this function in order to draw together all 
these elements and institutions into a fully comprehensive 
range of promotive, preventive, curative and rehabilitative 
health activities. 


Primary health care programme elements Functional infrastructure of primary health care 


Levels of service delivery 


Fig. 7. Representation of the components of a district health system based on the 
strategic principles of community involvement, approoriate technology, and 
intersectoral collaboration 
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In this context, reorientation is crucial. Urban primary health 
care cannot simply be “‘added on”’ to existing services, and some 
fundamental changes of attitude and approach in city health systems 
and government agencies are needed if it is to succeed. 


The primary health care approach 


The primary health care approach, as defined in the 1978 
Declaration of Alma-Ata, has some important strengths to offer in 
the urban context. These need to be widely understood: 


e It helps poor and vulnerable communities to be more self- 
reliant in looking after their own health in the broadest sense 
and in determining their own priorities. Many examples could 
be given. China, with its highly developed urban primary 
health care councils, neighbourhood organizations, and Red 
Cross health stations provides as clear an example as any. 


China: Red Cross health stations 
and primary health care 


With an urban population of 211.87 million distributed among 
325 cities, China has established a preventive urban health 
care system based on Red Cross health stations. In the cities, 
emphasis is now placed on non-infectious diseases. Hyperten- 
sion in youngsters is a particular problem. The statistics from 
the city of Tianjin for 1984 emphasize the growing problem of 
chronic diseases. Some disease-specific death rates were: 
cancer, 86.35 per 100000; coronary heart disease, 49.3 per 
100000; and cerebrovascular diseases, 127.71 per 100000. 
Almost 23% of the population were found to be hypertensive. 


Shanghai is one of three cities directly under the control of the 
Central Government. It has a total population of 12 million, 405 
hospitals, 21495 doctors practising western medicine, 6653 
doctors practising Chinese traditional medicine, and 3190 
midwives. There are 2.1 doctors per 1000 population, and the 
number of private practitioners is less than 600. Over 90% of 
the inhabitants receive medical care free of charge or at low 
cost. 


In addition to a three-level hospital system, there are 3000 or 
more Red Cross health stations in neighbourhood communi- 
ties. There are usually one or two health aides working in each 
of these stations, which were established in 1958. 
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Red Cross health stations deal with the prevention of disease, 
health education, health monitoring and the treatment of simple 
or minor diseases, and the health aides are allowed to pre- 
scribe certain drugs. 


The stations perform tasks assigned to them by the Health 
Bureau, the Family Planning Committee, the Red Cross So- 
ciety, the Patriotic Health Campaign Committee, and maternal 
and child health institutions, all of which give them some 
financial support. In addition, they can make money by giving 
certain injections and providing some medical treatment. This 
enables them to improve their facilities and give bonuses to 
their staff. 


Their income is, however, mainly derived from the factories 
operated by the subdistricts or neighbourhoods. The Govern- 
ment uses some of the income from the taxes levied on these 
factories to support various institutions, including the health 
stations. 


Administratively, a Red Cross health station comes under the 
leadership of the subdistrict administration, but it is guided 
professionally by the district health bureau and the subdistrict 
hospital. 


There is a great need for more stations. Retired professional 
medical staff are being encouraged to work at the stations. 


Shanghai is facing many problems, some of which may be 
similar to those in other developing countries. Generally 
speaking, lack of housing, inadequate transport, and pollution 
are the three main problems to be resolved. All have a bearing 
on health care. 


Environmental protection and pollution control in the city have 
recently been improved. Two sewage treatment projects were 
recently completed, and diversion works from the upper 
reaches of the Huangpu River are under construction. This 
means that, in about two years, the city’s drinking-water will be 
of better quality. Smoke pollution is being controlled by 
modernizing furnaces. 


There is a shortage of hospitals and doctors in Shanghai. In 
some districts, population growth is outstripping the ability of 
the hospitals to cope. In all the municipal hospitals, almost 20% 
of the inpatients come from outside Shanghai (i.e., from other 
parts of South China). In specialized hospitals, this percentage 
reaches 60%. The everyday ‘‘floating’’ population in Shanghai 
is one million or more, so that it is very difficult for a patient to 
see a doctor or to be hospitalized. 
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The management of the hospital is another problem that needs 
improvement: for example, the sick-bed turnever rate is longer 
than in some other countries, averaging 14-20 days. 


The elderly population (those over 65 years of age) has 
increased and in 1986 constituted 8.4% of the whole population. 
It is expected to increase to 11.0% in 1990, and the health care 


of the elderly will accordingly become a big problem. 
Children’s mental health and nutrition are further problems to 
be faced. 


Prepared by Dr Liu Ke-jun, Director, Foreign Affairs Division, Shanghai 
Municipal Health Bureau, Shanghai, China, and Dr Shan Ou-qi, Division of 
Urban Health Care, Department of Medical Administration, Ministry of Public 
Health, Beijing, China. 


2 It ensures that issues of a multisectoral nature are tackled, 
which is much less likely when conventional boundaries be- 
tween agencies are adhered to. In Bangkok, for example, the 
primary health care approach has been expanded to encompass 
general development activities, which included helping resi- 
dents to negotiate directly with landowners for rental arrange- 
ments that gave them legal tenure. Where the land is mainly 
public, as in Manila, issues of land tenure are likewise to the 
fore. The primary health care approach should ensure that 
these issues are not ignored and that ways of tackling them are 
negotiated. 


e It can bring additional resources into the hard-pressed health 
care system. For example, the women’s movement in Indonesia 
has stimulated many health-related activities in low-income 
urban communities. 


e@ It can make health interventions more effective. A tightly knit 
network of community health volunteers can help to ensure 
good coverage for immunization or nutrition programmes, as 
was the case with immunization in Bangkok, in Visakhapatnam 
(India), in Manila (research and development areas), in Maputo 
City (Mozambique), and in several cities in Somalia. Starting 
from relatively low coverage, immunization rates approaching 
90°, have been achieved in all these instances. 


Although often cited, the essential content of primary health 


care bears repetition, as a point of reference. It comprises at least the 
following components: 
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—education concerning prevailing health problems and the 
methods of preventing and controlling them; 

— promotion of food supply and proper nutrition; 

—an adequate supply of safe water and basic sanitation; 

—maternal and child health care, including family planning; 

— immunization against the major infectious diseases; 

—prevention and control of locally endemic diseases; 

—appropriate treatment of common diseases and injuries; 

—provision of essential drugs. 


By any standard, this list is long and its financial, logistic, and 
manpower implications are great. Primary health care is far from 
being a simplistic solution to the health problems of the world. 
However, the various components can be dealt with one at a time, in 
the light of local priorities, with gradual development of the health 
care delivery systems. 


Reorienting urban health services in 
Indonesia 


Jakarta is the largest city in Indonesia with 11.9% (769576) of 
its population in the low-income category (with a food intake of 
less than 1700 kcal per day). The low-income population can be 
broken down into: temporary migrants who often return to their 
villages at harvest-time; slum-dwellers; domestic helps who 
live in relatively affluent surroundings; and nomads whg do not 
have a permanent dwelling. The population is very hetero- 
geneous, with more than 130 ethnic groups. 


The ‘‘five tables’’ system? has been transferred from the rural 
areas. Services such as family planning, maternal and child 
health, nutrition, immunization, and control of diarrhoeal dis- 
eases are provided in an integrated health post organized by 
and for the community under the auspices of the local health 
centre. A ‘Community Resilience Board” links the community 
with the Government and ensures intersectoral coordination, 
thus helping to ensure that the Government's programmes 
meet the community's needs. This approach has had good 
results especially where the generation of income has been a 
feature of health programmes. This has been facilitated in 
some areas through collaboration between the Ministry of 
Health and UNICEF. 


4 See Table 6, page 108 
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The urban primary health care programme in Jakarta also 
involves schoolchildren through the ‘‘little doctor’’ scheme, 
which by 1980 had trained 200000 children throughout the 


country. 


Most of the health officers in the city belong to the nationwide 
women's movement devoted to family welfare. 


Surabaya, the second largest city in the country (population, 
2017527) has similar arrangements for primary health care. 
There are 391 integrated health posts scattered throughout the 
city (about 2.3 in every Kampung or neighbourhood). 


Interesting examples of community health insurance are to be 
found. In one neighbourhood of 400 people, a community health 
scheme evolved, after the improvement of the environment by 
the World Bank's Kampung Improvement Programme. Funds 
were collected not only for curative health work but also for 
environmental services (refuse and sewage disposal, improve- 
ments to housing as regards ventilation, lighting, etc.). Ten 
people were selected as health officers and undertook two 
training sessions a week for a period of 3 months. It is notable 
that both the chief of this neighbourhood community and the 
chairperson of the local women’s movement are nurses from a 
local hospital. 


In both Jakarta and Surabaya, a multitude of nongovernmental 
organizations are working among the urban poor. Technology 
and information are generally shared between Government 
and nongovernmental organizations, such as the Lions Clubs, 
which are non-profit international associations independently 
managed by their local members for the benefit of the local 
people. Their main objective is to improve the welfare of the 
community, especially the lower income groups. A typical club 
in Surabaya has contributed US$ 39000 to 13 health-related 
activities. 


Critical areas for action at city level include: 
— improving intersectoral collaboration ‘‘in the field’’: 


—improving rewards and career development for health 
centre staff and officers; 


— improving the reporting and monitoring system. 


Prepared by Dr Aryanto, Jakarta Metropolitan Government: Dr Hardywinoto, 
Staff Provincial Health Officer, Jakarta; Dr Subakis, Jakarta; and Dr H. Suradi, 
Chief Provincial Health Office, Surabaya, Indonesia. 
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Applying the primary health care approach in the 
cities 


In spite of the concentration of health facilities in the cities as 
compared with the rural areas, and the relative proximity of hospitals 
and other medical facilities, standards of health care fall far below 
reasonable minimum levels for those who live in the slums and 
shanty towns of the developing world. The lack of care is far graver 
than the overall mortality and morbidity figures for individual cities 
suggest, for these figures are averages, concealing the large differ- 
ences between the best and the worst. Those in greatest need of 
medical care often have least access to it. 

Municipalities cannot keep pace with the scale and tempo of 
urbanization and the multitude of problems that go with it. Health 
and other social services are not equitably distributed, nor are they 
planned, designed, or implemented to help those who need them 
most. 

The primary health care strategy is based on an understanding 
of the roots of health problems, which often lie in the political, 
economic, and social realities of each nation, and attempts to find 
solutions that go beyond the technological treatment of problems to 
their fundamental causes. Thus, it also entails political decisions on 
matters such as employment and income, land distribution and 
tenure, basic education, and housing; coordinated efforts by all 
sectors concerned with socioeconomic development; and a better 
balance between “‘top-down”’ planning and the upward’expression of 
needs, aspirations, and possible contributions by individuals and 
communities to their own development in each urban district. This 
strategy emphasizes action at the level of first contact between the 
people and the health system. he target is total coverage. 

At the present stage, it is recognized that primary health care in 
the cities is faced with special problems, which include the following: 


@ Compared with rural areas, many urban communities lack 
homogeneity. In many big metropolitan cities, this hetero- 
geneity has proved a major obstacle to urban development. 
More generally, individualism tends to be high in urban areas, 
and a sense of collective responsibility correspondingly low. 


e The poorest of the poor are often the most difficult groups to 
reach, although their need for health care is the greatest. It is 
frequently the case that urban primary health care, like more 
conventional approaches, reaches other groups more readily 
than it reaches the landless, homeless, or jobless, or the street 
children. It would be ironic if the main beneficiaries of urban 
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primary health care were the relatively well-off, who already 
have access to conventional health care systems. 


e Voluntary help may be difficult to obtain in urban primary 
health care programmes, where households may often be 
headed by single parents, and may be crucially dependent on 
cash incomes. 


e A multiplicity of agencies (governmental and nongovern- 
mental) may well be involved in providing health care, making 
effective coordination that much harder to achieve. 


e Resistance to fundamental changes in health care is greatest in 
urban settings, where medical resources are mainly concen- 
trated. This is understandable, since nearly all human beings 
resist change when they do not perceive that they stand to gain 
by it. The opposition does not come only from professional 
health care workers and the hospitals. It may also come from the 
public and the politicians. The case for primary health care in 
urban settings is overwhelming, but strong advocacy is still 
required to explain it and gain acceptance for it. 


Few countries as yet have a national strategy for urban health 
incorporating concepts of primary health care. Yet it is important to 
formulate such a strategy in order to have leverage in the competition 
for scarce resources, to gain a joint commitment among agencies 
where this is essential for implementation, and to stop inappropriate 
activities, that do not take priority needs into account. Several 
countries, such as Brazil, Colombia, Ecuador, Indonesia, Mexico, 
Pakistan, and Peru, have formulated or are moving towards such a 
national strategy, which will provide for increased investment in 
favour of the urban poor and promote the upgrading of slums and | 
shanty areas instead of massive relocation. 


Equity 


Implicit in the primary health care approach is the goal of 
equity in the availability and quality of health care and health-related 
services. A comprehensive and searching review, at national level, of 
the. urban situation, and an assessment of available resources, actual 
and potential, are essential for the development of rational and 
equitable policies on urban district health care. These policies 
should establish relative priorities, define target groups, provide for 
the reallocation of resources, and set health care activities in their 
proper relationship to other aspects of urban development. Unless 
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Attention must be given to health promotion as well as curative activities: here a 
volunteer talks to a young mother about family planning 


and until the primary health care approach makes an impact on the 
health system as a whole, it is likely to be seen as something for those 
who can afford nothing better or ‘“‘a poor service for poor people’’. 

And yet, as already pointed out, in many cities it may be the not- 
so-poor who have until now benefited most from primary health 
care. Countries with a collectivist approach, such as China and 
Mozambique, are notably experienced in the application of primary 
health care principles to whole populations. For most of the rest of 
the world, it is partly a matter of vigilance and of always seeking to 
find out whether there are disparities in the quality of services within 
cities and in access to them. Among the questions to be asked in any 
city are the following: 


e Is enough attention being given to health promotion and 
disease prevention, including family planning, environmental 
planning, and behavioural factors? 


J 
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e.. Are services accessible to all, or are there groups that are 
excluded or have significantly greater problems of access? Are 
services affordable for the poorest families and individuals? 


e _Isthere equality in the health care available in different parts of 
the city or to different social or economic groups? 


e Does the referral system work well in two directions: from the 
first contact level to the hospitals, and back to the district health 
systems? 


e Are the content and manner of health care delivery acceptable 
to all? 


Assessing the state of health in urban areas 


How should the state of health of a town or city be measured? 
Certainly not just in terms of morbidity and mortality. Many other 
factors need to be taken into account. Thus, the extent of squatter 
settlements and slums, the availability of low-cost housing, the 
employment situation, the purchasing power of those on low wages, 
water supply and sanitation, communication and transport facilities, 
and literacy and education may be among the main determinants of 
health for the population. 

Progress in urban development, as reflected in these factors, 
will lead to an overall improvement in health, even though this may 
not be its primary objective. Albeit indirectly, these factors are vital 
indicators of the health situation, and information on them is a 
necessary complement to conventional health statistics and data on 
the nature, extent, and utilization of health services. 

Urban health should be assessed at a minimum of three levels: 
individual, community (district), and city. Of vital importance is the 
use of disaggregated data. As far as possible, information should be 
gathered and studied in such a way as to obtain an accurate picture of 
the situation at the district or any other level regarding economic, 
environmental, or social variations among the population. 

Without an adequate informational framework, rational plan- 
ning, effective action, and the assessment of results are greatly 
handicapped. The difficulty is to adjust the flow of information to the 
requirements of the different administrative levels concerned. Re- 
porting often tends to go into excessive detail, with consequent 
delays in processing, and insufficient analysis of the data provided. 

Cities are complex and heterogeneous entities, and within them 
health and health-related conditions vary widely by geographical 
area and by socioeconomic group. The information supplied to 
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political leaders and health managers must reflect the variations, if it 
is to lead to a real understanding of the health problems of the 
population and to stimulate and guide appropriate action. Infor- 
mation that is not properly disaggregated may be not only meaning- 
less but misleading, since it does not allow the true dimensions of 
problems and the real condition of deprived groups to stand out 
clearly. Thus Basta (41) remarks that, among the reasons why city 
health statistics tend to look better than rural ones, is that “‘squatter 
or slum inhabitants do not appear in the statistics (they are not 
‘official’ residents of the city in many cases), or their inclusion is 
obscured by the enormous difference that exists between their status 
and that of the middle to high income parts of the city. Thus a very 
misleading average becomes the basis of that city’s statistics, and 
averages are, unfortunately, what many look at.”’ 

In spite of the frequent abundance and variety of statistical 
data, the appropriate information is often not available, or else the 
administrators who could derive suggestions from it for significant 
policy changes are too busy to absorb it. While it may generally be 
easy for experienced city health managers to point out the ‘“‘good”’ 
and ‘‘bad”’ areas, it is far more difficult to describe these areas and 
their populations, particularly the poorest, in terms of specific health 
hazards and conditions, effective coverage by health and other 
services, and community opinions and aspirations. 

A systematic study of intra-urban differentials in health and 
health-related conditions has not been carried out anywhere in the 
developing world. A study of urban mortality conducted in the 
Americas and published in 1967 (28) dealt with cities in their entirety 
and was concerned only with intercity comparisons. Even where 
extensive health surveys, covering rural and urban areas, have been 
carried out, as in Colombia in 1970 (42), the study of intra-urban 
differentials has proved difficult because of failure to use an appro- 
priate sample frame. Problems are compounded in what could be 
characterized as the standard city information system, since this 
generally provides an aggregation of data routinely collected for 
(often unclear) historical reasons, without facilities for quick re- 
trieval and analysis. What these urban information systems should 
collect, process, and provide, and their relationship to the more 
flexible, purposeful, and probably more cost-effective ad hoc sur- 
veys, are matters that have generally not been delineated, though a 
decision on them is urgently required. 

Related to the need to develop or reorient information systems 
for management purposes is the need to define appropriate indicators 
that will allow the monitoring of the various components and 
initiatives of primary health care delivery. The World Health 
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Organization and others have contributed to the development of 
material that provides a basis for selection of indicators, and several 
publications on the subject are available (43-45). Other material aims 
at identifying more specific sets of indicators, for example for 
monitoring and evaluating drinking-water and sanitation services 
(46). 

The indicators selected should obviously have a clear function. 
In addition, they should share certain important qualities, including 
availability, direct utility to health workers in their daily work, low 
cost of collection and processing, explicit and defensible standards of 
definition, and, finally, discrimination in the sense that they really do 
differentiate important variants among the population served. 

Experience shows that there are at least three distinct uses for 
such indicators in urban areas, namely (1) the detection of high-risk 
communities, (2) case and community health management by the 
primary health care worker, and (3) management by the primary 
health care supervisor. In all cases the emphasis should be on a 
strategy of indicator selection and data collection that will differen- 
tiate high-risk areas and groups quickly and cheaply (47). 

The scarcity of appropriate information is specifically men- 
tioned in reports from a large number of cities—Amman, Buenos 
Aires, Dhaka, Jakarta, Manila, Zerga (Jordan), and many more— 
and much remains to be done before the health profiles of large, 
intermediate, and small cities emerge correctly. Attempts have 
nevertheless been made in several places to assess intra-urban 
differences. New methodolgical approaches have also been tried with 
the aim of reconciling the need for precise information with the need 
for speed, economy and, as far as possible, freedom from bias. 

Thus, in Buenos Aires (47) although the information system 
does not permit the micro-level study of health indicators, it has 
proved possible to divide the city into three areas, of which the 
southern one has the highest concentration of health problems and 
the poorest levels of housing, education, and service infrastructure, 
particularly as regards water and Sanitation. 

In Ibadan, Nigeria (48), a survey of various health conditions, 
related to several socioeconomic variables in urban and rural areas, 
showed a gradual deterioration from “elite” urban children, through 
middle-class urban children, to poor urban and rural children. The 
poor urban children showed greater similarities to the rural children 
than to the other urban groups, in both health and socioeconomic 
variables. 

Realizing its inability to locate health-disadvantaged and medi- 
cally underserved persons systematically, the Manila Health Depart- 
ment has initiated various surveys using the neighbourhood 
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(6arangay) structure. Recently (1982-83), this developed into a 
city-wide study of the Manila health system on the basis of primary 
health care criteria (47). 

Effective systems for gathering information at the neighbour- 
hood or *“‘patch”’ level have been developed in Mexico City (49, 50) 
in a programme for its periurban population of around 5 million 
people. Guayaquil, Ecuador (51), provides an example of monitoring 
of child growth and symptoms by primary health care workers for 
the follow-up of individual cases and family action. The ability of 
these workers to do their jobs depends upon having quick access to 
the relevant information. So, in Guayaquil, the primary health care 
worker, who covers a maximum of 500 families, is responsible for the 
development of baseline information relating to these families, and 
the community leader will not approve payment of the worker’s 
salary unless certain information about coverage is supplied. Ex- 
perience suggests that, in addition to basic demographic data, 
information on the following subjects can be collected efficiently by 
primary health care workers with minimal training and can serve 
other management functions when aggregated at a higher level: 
certain measurable symptoms (fever, diarrhoea, etc.); the nutritional 
status of children under § years old; pregnancies and births; deaths in 
general, and infant mortality by cause; coverage by, and utilization 
of, health and social welfare programmes. 

Among the urban poor, health is invariably related to income, 
-and raising their incomes is one of the most important things to do to 
improve their health. Since there is no generally valid way of 
defining poverty within a country, let alone for comparisons between 
countries, it may be enough for towns and cities to use a fairly simple 
but consistent indicator for the purpose. For example, the number of 
dwellers in squatter settlements and slums, and the proportion they 
represent of the total population of the city may give a crude 
indication of the extent of urban poverty and permit comparisons 
between cities and the plotting of trends over a period of time. 

Low-income urban districts may exist as discrete geographical 
entities: alternatively, low-income families may permeate some or all 
of the residential areas. When low-income areas can be identified as 
separate entities, they should be delineated using indicators that are 
reliable and quick to collect and that correlate well with high-risk 
and low-health status. In Cali (Colombia), for example (52, 53), 
neighbourhood characteristics were correlated with infant and child 
mortality; this was complemented by quick, impression-gathering 
visits and by discussions with community leaders. 

Much can also be learned from qualitative data, such as the 
preferences, attitudes, beliefs, and opinions of the community served 
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and of the health workers themselves. Such information helps to 
illuminate and provide a context for quantitative data. It is helpful in 
choosing appropriate measures and identifying issues for which 
effective action is essential, even when these are not readily apparent 
from the quantitative data. Methods to obtain such data include 
observation, unstructured interviews, and direct discussion with 
interested groups. An example in which quantitative and qualitative 
techniques were combined comes from Cairo (54). In this case, it was 
emphasized that excessive dependence on purely quantitative in- 
formation may result in an incomplete and sometimes distorted 
picture of the situation under study. 


Thailand and the basic minimum needs ap- 
proach 


It is'estimated that, in 1987, 25% of the Thai population were 
living in urban areas. In Bangkok, the low-income areas consist 
of (a) the ‘‘periurban areas’’ which are similar to rural areas 
and have a population consisting mainly of farmers, and (b) the 
‘‘congested areas’”’ in the inner zone. Some of these congested 
areas have been physically improved by the installation of 
walkways and drainage systems. 


Poverty affects about 20% of households in urban areas 
outside Bangkok, whereas fewer than 10% are affected in 
Bangkok itself. Nevertheless, because the cost of living is lower 
and urban land is cheaper and more accessible outside 
Bangkok, a smaller proportion of the population (10-15%) lives 
in slums in the other urban areas of Thailand. Bangkok contains 
60% of the total urban population of the country and about 70% 
of the slums. About one million people live in a total of 1020 
slum areas. Both the total population and the slum area 
population were growing at the relatively slow rate of 3% per 
year between 1975 and 1980, less than 1% of this growth being 
due to migration to the city and the remainder to natural 
increase. 


The Slum areas of Bangkok have several other points of 
interest: 


— 60% are on private land, only 4% of these being inhabited by 
illegal squatters: 


—40% of the slums on government land are inhabited by 
Squatters; 
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— 18% of the slums, containing 35% of the slum population, 
have been upgraded; 


—only about 25% of slum-dwellers are considered absolutely 
poor with income below subsistence level. 


The main health problems among the low-income groups are 
gastroenteritis, child malnutrition, parasitic diseases, skin dis- 
eases, neuroses, and addiction to narcotic drugs. 


At present, primary health care is considered to provide 
adequate coverage for 61% of the periurban population and 9% 
of the congested communities. 


The health policy of the Bangkok Metropolitan Administration 
aims at reorienting services towards health promotion and 
disease prevention and extending primary health care. The 
main obstacles are as follows: 


— Insecurity of tenure makes people reluctant to improve their 
dwellings and surroundings. 


—The Bangkok Metropolitan Administration is legally re- 
sponsible for providing health services to squatters but is 
prohibited from making physical improvements on privately 
owned land. 


— Dependence on sophisticated curative services means that it 
is difficult for volunteers to achieve credibility. 


—Economic pressures on volunteers make it difficult for them 
to continue as such. 


—JIntrasectoral and intersectoral coordination is difficult with 
more than 80 governmental and nongovernmental agencies 
involved in community development. 


— It is difficult for staff to change their attitudes. 


After the implementation of primary health care for one and a 
half years, it was evident that by itself it was not sufficient for 
community development. A “basic minimum needs” approach 
(see Annex 1) was therefore adopted, in which the processes of 
planning, decision-making, and implementation are carried out 
jointly by the community and the Government. Problems that 
are beyond the ability of the community to cope with are solved 
by the district authority, the Bangkok Metropolitan Association, 
or the national Government. There is a need for surveys of 
groups at special risk. 

Prepared by Dr Sakuntanaga Pralom, Director-General, Health Department, 


Bangkok Metropolitan Administration, and Dr Vutipongse Prakroom, Director, 
Primary Health Care, Ministry of Health, Bangkok, Thailand 
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In some countries, a number of indicators of social develop- 
ment have been introduced. The choice varies from city to city. 
Bangkok currently uses 33 and Manila 6 indicators to monitor the 
quality of life. Sometimes (as in Bangkok) the indicators include 
attitudes and other subjective factors, as well as objective ones like 
mortality and morbidity rates. The Bangkok strategy, which relates 
its choice of social development indicators to basic minimum needs 
and sets future targets, is documented in Annex I. 

In the main, maternal and child health programmes appear to 
provide the most reliable data. Infant mortality is for the moment the 
single most commonly used indicator in assessing the relative health 
status of different communities and in monitoring progress. 

Data-recording needs to be firmly anchored in the home. The 
basic record for the whole family should, whenever possible, be 
retained by the family, which can then show it at any health facility 
whenever a family member is sick, even if the family moves. A good 
example is provided by the Manila project in which child growth is 
recorded by the mothers, who keep the basic record and are aware of 
the significance of the data. In Manila also, basic health data are 
carefully collected by community health workers and aggregated at 
the health centre level. Such a system needs careful supervision if its 
accuracy 1s to be maintained in the long term. 

The data also need to be well used at the district level, as well as 
centrally. This is relatively rare, even where data collection is good. 
Yet quite a simple analysis, visual presentation, and discussion of the 
data can provide invaluable information about the relative priority of 
each community’s health needs, on which decisions can be based. 
Simple analysis of the basic data can help track different needs in 
different neighbourhoods and assess progress over time. If primary 
health care is the right approach, the benefits should show up 
unambiguously as measurable improvements in health status. The 
community and the politicians have a right to information that will 
enable them to see whether such improvements may legitimately be 
claimed. 

Community diagnosis (through, for example, people’s own 
assessment of relative poverty and of priorities) can provide a cheap 
and valuable complement to data on activities. Surveys have an 
important place also, because they can help jolt everyone out of the 
assumption that activities are maintaining their relevance to needs. 

All too often, information within the same city, or even within 
the same neighbourhood or district, is in different formats and 
available from different agencies. By contrast, Colombia has a good 
system for central data collection, although the data are still not 
regular or uniform. In most cities, methods for information referral 
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and analysis need to be reviewed, systematized, and standardized. 
Computers can help, as in the standardized reporting systems of 
Colombia, Manila, and Somalia. 

Finally, information systems for primary health care in urban 
districts should be judged by their ability to disaggregate residential 
neighbourhoods according to the health status of their inhabitants, 
their social needs, and the extent to which these needs are satisfied, 
and thus to guide managers in allocating or reallocating scarce 
resources equitably. |’o' tical will, managerial pragmatism, and 
information for action aft all closely related. As Rosenblatt reminds 
us (55), ““Archimedes said he could move the world as long as he had 
a long enough lever: he pointed out, too, that he needed ground to 
stand on.” In the case of the urban poor, the lever may be political 
will; the solid ground is reliable, discriminating information. 


Health systems research 


Information is essential for adequate understanding and appro- 
priate management. Pragmatic health systems research contributes 
to the generation of appropriate information, especially when such 
information cannot be derived from the routine statistics. It is 
concerned with the identification of health problems, their deter- 
minants, and their priority, and the formulation, testing, moni- 
toring, and evaluation of innovatory measures. Research on disease 
prevention should be given priority, because only preventive action 
makes it possible to attack prevalence by reducing in¢idence (56). 
Health systems research is culture-linked and hence, although the 
same methods can be widely used, the results are often not transfer- 
able. It should therefore be included in the activities of all urban 
health systems and not confined to specialized groups in a few 
centres. 

Because of the political, social, and economic implications of its 
results and the threats it may pose to vested interests, health systems 
research is often a sensitive activity and health administrators may be 
reluctant to authorize it. Alternatively, they may not recognize the 
need or have the resources for it. Here, as pointed out in 1984 by the 
Thirty-seventh World Health Assembly, the initiative or collabo- 
ration of the universities is crucial, in view of the multidisciplinary 
nature of such research. A discussion of, and suggestions for, health 
systems research can be found in recent WHO publications (57, 58). 
There is a need to investigate issues such as the following: 


—the consistency of urban health policies, plans, and pro- 
grammes with the principles of the primary health care 
strategy; 
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—jntra-urban differentials in health and health services, their 
determinants, and their implications for the urban district 
health system; 

—the coverage of the poorest areas and population groups by 
health and other relevant services, and the efficiency and 
equity of the referral system and of the current structure; 

—alternative models of neighbourhood health development 
programmes and identification of constraints to their correct 
functioning and expansion; 

— inhibiting and facilitating aspects of urban health legislation; 
— characteristics, problems, effectiveness, and potential of the 
urban community health workers (or health promoters); 

— availability of emergency services in marginal urban areas; 
—the social adaptation of migrants to the city, and the health 

implications of their adaptation or failure to adapt. 


An urban strategy in Guatemala 


The population of Guatemala is 7 926 692 of whom 3 180 000 
(40%) constitute the urban population; mothers and children 
form 65% of the total population. The growth rate is 2.7%, the 
birth rate 37.1 per 1000 inhabitants, and the fertility rate 166.8 
per 1000 women between 15 and 44 years of age. These figures 
are characteristic of a young and rapidly growing population. 


The health indicators of the country show a general mortality 
rate of 9.6 per 1000, a maternal mortality rate of 11.2 per 10000 
live births, and an infant mortality rate of 64.9 per 1000 live 
births. 


A large proportion of the urban population lives in Guatemala 
city, and this proportion is increasing rapidly. 


Within urban areas it is possible to distinguish several popu- 
lation groups, with widely varying rates of infant mortality 
ranging from 23 per 1000 to 113 per 1000 among the children of 
illiterate women in the lowest socioeconomic group. The risk of 
child death is greater among the inhabitants of marginal areas 
on the outskirts of the city and in the centre; such areas contain 
20% of the total population, or 240000 inhabitants. The chief 
morbidity problems reported among children under 5 years of 
age in the marginal urban areas are acute respiratory infec- 
tions, gastrointestinal complaints, diseases preventable by 
immunization, perinatal diseases, and malnutrition. Low birth- 
weights were recorded for 16.6% and 15.8%, respectively, of 
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babies born in the maternity wards of two hospitals serving the 
marginal areas. 


The available indicators show that the living conditions of the 
‘marginal’ group are clearly inferior to those of the rest of the 
urban population; 87.9% of them are illiterate, and they have an 
unemployment rate of 62.4%, while the 37.6% who do work are 
underemployed. 


Despite this situation, there is a definite political will to tackle 
many of these negative factors. Thus it was recently planned to 
augment the support of the Government and the international 
collaborating agencies for projects aimed at: 


— expanding maternal and child health care in the marginal 
areas; and 


— integrating the various components of primary health care in 
urban areas. 


To achieve this a concentrated effort, based on the following 
strategies, is required: 


—a primary health care approach, laying stress on maternal 
and child health; 


— active community participation; 

—concentration on child survival; 

—concentration on activities that can be quickly implemented; 
—emphasis on low-cost and high-impact measures; 

—a multisectoral and multi-agency approach; 

— integral care as part of teaching activities; 


On the basis of these strategies it is proposed to concentrate 
efforts on six main areas: 


—follow-up of child growth and development, 
—oral rehydration therapy; 

—breast-feeding and infant nutrition; 

— immunization; 


— implementation of a risk approach to maternal and child 
health; 


—prevention and control of acute respiratory diseases. 


Prepared by Dr Hilda de Molinaheal, Department of Health Services, 
Guatemala. 
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Priorities in introducing primary health care 


The introduction of primary health care in a rural area requires 
a tremendous effort and resources for assessment, programme devel- 
opment and delivery, logistics and referral support, and monitoring 
and evaluation. In the towns and cities, with their large squatter and 
slum populations, the difficulties should be less severe, if the 
resistance to fundamental change mentioned earlier can be over- 
conk, because more trained personnel are available in the cities and 
communications are much easier. 

Priorities should be set on the basis of (a) the most important 
causes of mortality and morbidity in the short run; and (6) achieve- 
ment of total coverage. When these criteria are applied, the resulting 
priorities will depend on the prevailing epidemiological and socio- 
economic conditions. However, the following measures are almost 
universally required: encouragement of breast-feeding and appro- 
priate weaning practices; diarrhoeal disease control, including oral 
rehydration; basic immunization of women and children; control of 
acute respiratory infections; monitoring of child growth, health, and 
development; community health education with special emphasis on 
the education of mothers; andesupplementary feeding in the context 
of acute food shortages. 

In the short run, emphasis on these measures will rapidly 
reduce infant and child mortality and morbidity. This initial success 
should in turn trigger off the development of more complete health 
care delivery systems at the primary, secondary, and tertiary levels. 

Wider deployment of pragmatically trained community health 
workers is an important—and often essential—step, as is their 
integration with more highly trained and specialized professionals in 
community-oriented, multidisciplinary health teams with strong 
support and referral networks. 

The strengthening of municipal health departments or equiva- 
lent bodies in each urban district, together with a broadening of their 
outlooks and skills to fulfil the requirements of the primary health 
care strategy, is a necessary supporting step. So, too, is the improve- 
ment of management at all levels. 

There also needs to be a recognition of the fundamental role 
that hospitals, most of which are located in the cities, can play in 
support of primary health care. Both within and outside the hospital, 
increased awareness of this role should lead in turn to better and 
more community-oriented hospital services, medical schools, and 
nursing schools. 

Another requirement is a broader approach to health promotion 
and disease prevention that will extend responsibility for health to all 


66 


REORIENTING URBAN HEALTH SYSTEMS 


NX 


SSS 


pM ee 


wo M0 L®O 


WHO/Claude Huber (12879 


Regular monitoring of child growth and development is an essential component of 
primary health care 
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sectors, agencies, and individuals in the city and emphasize multisec- 
toral action at the district and local levels, giving priority to the urban 
_ poor. Mechanisms are needed to ensure coordination between the 
relevant departments, including those dealing with education, public 
works, industry, commerce, housing, transport, and communi- 
cations. 

It is vital to promote community organizations that will assist 
immigrants when they arrive in the city and when they move from 
one urban district to another or even within a district, assess 
community needs and make them known to government and other 
organizations, initiate projects to alleviate particular problems of 
specific population groups, secure external resources, and mobilize 
local action and self-help. 

Obviously not everything can be done at once. It is, therefore, 
tempting to think that there must be some generally applicable 
guidance, based on experience, about the sequence of activities to 
follow. “‘Concentrate on water supply first, and sanitation second”’ is 
the type of advice that some administrators might wish to have. But 
that is a simplistic and unnecessarily limiting approach. The general 
view among people with substantial experience of primary health 
care (59) is that it is by no means such a simple matter. Different 
environments warrant different priorities. Different communities 
may well make different choices. While there is, in any case, an 
important sense in which it does not matter much where one starts, 
since urban primary health care comprises a cycle of interdependent 
activities, it makes a great deal of difference to start with the people’s 
priorities. 

Three principal points emerge: 


I. ‘The main activities are interdependent, and any worthwhile 
activity can therefore be taken as a starting-point. 


2. Informed community choice is what matters, and therefore 
priorities are best stated in terms of processes, for example: 


@ organize initial training for community health workers, the 
community, and the relevant professionals, including de- 
velopment workers; 


e@ establish good and simple information systems so that 
people can make informed choices; 


® arrange a structured debate about choices, involving the 


community, the professionals, and relevant government 
officials; 
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® let the community decide, with technical advice, its pri- 
orities and broad strategy, and what it wants to do first; 


e@ = build up logistic support. 


3. In the end, primary health care is bound (sooner rather than 
later) to be a comprehensive package of services in urban 
districts including, in whatever sequence or priority, water 
supply, sanitation, shelter, nutrition, basic health care, employ- 
ment, and education. 


Resources: money, people, and imagination 


Urban areas already have a large share of the available national 
resources for social care, including health. It is therefore unrealistic 
to expect great increases in resources for health. The challenge for 
governments and other authorities is to devise ways of using the 
available resources more equitably and effectively, and to mobilize 
appropriate community action and support from other sectors. 

As the national health budget is often largely absorbed by the 
maintenance of existing institutions, programmes, and services, the 
room for manoeuvre is usually small. But, with encouragement and a 
little imagination, most medical and health workers, even those in 
specialized fields, can find a way of contributing, directly or in- 
directly, to an improvement in the state of public health. For 
example, in Malawi, the review of the health system structure and 
analysis carried out for the national health plan (1986-1995) showed 
that potential savings in costs in the largest hospital amounted to 
approximately 35% of its total annual operating budget, i.e., about 
7% of the net total operating budget of the Ministry of Health. In the 
light of this, the possibility of substantial savings from increases in 
efficiency elsewhere in the Malawi health system is being examined. 

The call for a reallocation of resources and a shift towards 
primary health care is, therefore, an appeal as much for a change in 
attitude as for increased funding. 

If the health problems of some urban districts seem almost 
overwhelming, the potential resources are also considerable, though 
often unexploited or underused. If primary health care cannot be 
introduced where there is a defined high-density urban population, 
it must seriously be questioned whether it can succeed anywhere. 

On the basis of current experience, as presented at a 
UNICEF/WHO Consultation in Manila (59), the following simple 
and straightforward advice may be given: 
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Mobilize all available resources, including the various levels 
and departments of government, the private sector, nongovern- 
mental organizations and international agencies, and the public. 
It is surprising what any one element in this combination can 
produce: for example, in Baroda (India), a nongovernmental 
organization mustered US$ 30000 for urban primary health 
care within a few days, through an umbrella fund-raising 
organization. Any proponent or manager of urban primary 
health care programmes has to be an entrepreneur. 


Consider what it is fair to require from the health care profes- 
sions as a contribution to primary health care in poor rural or 
urban areas. In Indonesia, for example, newly qualified doctors 
are required to work for two years in the outer islands on 
government service (§ years in Java) and the Philippines has a 
voluntary scheme of 6-12 months’ public service. 


Do not ignore the resources of the community itself, however 
poor it is. By no means all deprived communities are poor in 
cash terms. In Manila, health insurance to pay for medicines is 
linked to credit unions for small loans. In Thailand, the 
purchase of health cards is a kind of prepaid insurance securing 
faster and better service for card-holders. And, in Hong Kong, 
health maintenance programmes are based on participation and 
contributions from the local community. Communities that are 
without cash can often provide equally important resources in 
the form of time, skills, and sheer pertinacity. Moreover, an 
important aspect of community development and self-respect 
is that people do what they can for themselves. Income- 
generating schemes (of which there are some modest examples 
in Manila) are an important adjunct to primary health care in 
poor communities. 


Persuade politicians, governments, public agencies, the medical 
profession, and the hospitals to reallocate the relatively modest 
resources required to make primary health care programmes 
feasible. While the basis of the financial calculations varies 
between projects and programmes, the available evidence 
suggests that, in many parts of the world, $1-5 per head will pay 
for most components of primary health care in both urban and 
rural districts. One suggestion is that in countries where money 
is allocated to cities on a programme basis, central and provin- 
cial governments could make statutory provision for cities to 
spend at least a defined proportion of their budgets on primary 
health care programmes. 
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e A strong information, education, and communication strategy 
may help tilt the political will towards primary health care. The 
attitudes and orientation of senior politicians and government 
officials at the policy-making level can be changed by bringing 
effective primary health care efforts to their notice. For 
example, Colombo’s programme to convert bucket privies into 
latrines (within three years, 3800 out of 5200 privies were dealt 
with) was triggered off by letting politicians and administrators 
see how a similar programme was carried out at Patna in India. 


Orientation, education, and training 


Training needs go far beyond the formation of new categories of 
personnel, such as neighbourhood health workers or health pro- 
moters. For the foreseeable future for more than half the population 
of the world, the solution of the most pressing health problems and 
the delivery of essential services will depend largely upon the skills 
and efficiency of ‘“‘a myriad of personnel who make the policy and 
carry out the tasks that keep cities and towns working’’(60). Needs 
include the orientation of political leaders, the training of managers 
at various levels and of people who work in the community, and the 
continuing education of various other categories of personnel. New 
training programmes have to be developed for community health 
workers, traditional birth attendants, and others, and established 
training programmes (in medical and nursing schools, etc.) re- 
structured. Yet what is being done is a minute proportion of what 
should be done. Without even considering the much greater needs 
that lie ahead, the process of seriously identifying training needs, 
estimating the necessary resources, assessing what already exists, 
formulating training activities and developing the necessary instru- 
ments to carry them out has hardly started in most places. Because of 
the specificity of health problems to local conditions, training must 
be related as closely as possible to needs; local resources must be 
mobilized; universities and other training institutions must be 
involved; and links must be established with related training pro- 
grammes established by other sectors (60). 

In the reorientation of health workers for primary health care, it 
is essential to take a broad view encompassing the major factors and 
forces that influence and determine behaviour. Continuing edu- 
cation cannot be considered in isolation. The reorientation of health 
workers is bound to fail if it is considered merely as a series of 
refresher courses, without any attempt being made to restructure 
their basic education (in terms of curriculum content and edu- 
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cational approaches) and to adjust managerial functions and organiz- 
ational procedures. 

Since the present fragmented approach leaves too many Issues 
relating to manpower training and management unresolved, an 
integrated national policy on training for primary health care is 
called for. Such a policy becomes essential when critical’ issues are 
not resolved, when solutions are known but not applied, when 
implemeritation is uneven and unsatisfactory, when lines of re- 
sponsibility are unclear, and when some of the main groups con- 
cerned are failing to support primary health care. 

The formulation of an integrated national policy in this area 
would normally lie with the training division of the ministry of 
health, but a training institution could also be charged with the task. 
Politicians, legislators, educators and trainers, high-level adminis- 
trators, professional bodies, and nongovernmental organizations all 
have to be involved, and it will take considerable sensitivity and 
persuasive powers to get them to collaborate in setting goals and to 
work together with a clear sense of direction. 

A clear statement of issues and alternatives is needed, as well as 
an evaluation scheme for determining how policy is translated into 
implementation at different levels. 

The following major factors should be included in the reorien- 
tation of health workers: advocacy, information flow, intersectoral 
linkages, applied health systems research, information support, and 
the management of networks. 


An example of a university hospital and 
improving urban health 


The Aga Khan University in Karachi, which is the first private 
university in Pakistan, is making a serious attempt to approach 
the concept of a health-for-all university. Improvement of the 
health of people of Pakistan is the university's main objective. 
To meet this objective, the Department of Community Health 
Sciences is training young doctors and nurses for leadership in 
dealing with the health and development problems of Pakistan, 
particularly in the deprived population, and developing field 
programmes that are effective in addressing the most intract- 
able problems of urban and rural populations through the 
organization of health systems based on primary health care. 


In this respect, 20% of total curriculum time is allocated to 


the Study of community health sciences which is strongly 
community-based and problem-oriented. 
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To avoid teaching primary health care as mere theory, there is 
a need for living examples of primary health care modules that 
are close to the principles of health for all—universal coverage 
and care according to need, community involvement, an in- 
formation system for monitoring and evaluation, some cross- 
sectoral activity and affordability in terms of local resources. 
Five such modules have been developed in urban settings 
covering a population of 50000. 


There is also collaboration between the University and the local 
government to improve health services at the district level. 


In the north of the country a joint effort with the Aga Khan Health 
Services for Pakistan is under way to develop a primary health 
care system for the entire population. 


The primary health care module is a three-tier system: 


— Community health workers are the first-contact health pro- 
viders. They are women from the community who are 
motivated and willing to work for the improvement of health 
status. They visit assigned homes in their areas on a 
periodic basis and identify individuals at high risk, such as 
malnourished and nonimmunized children, and pregnant 
women. They collect information and maintain close links 
with the community. 


— A lady health visitor supervises the community health work- 
ers and supports them in the surveillance of those at high 
risk, takes care of more difficult problems and collects 
information on prevalence of malnutrition, number of births 
and deaths, etc. 


— Community health nurses were recently introduced in Pakis- 
tan. Together with the community health doctor, the nurse 
supervises the community health workers and lady health 
visitors and provides clinical and managerial back-up. The 
nurses analyse the community data and make interventions 
accordingly. 


The referral system links the community with a base hospital 
which in turn supports primary health care. The involvement of 
the community is encouraged at all levels. 


Though health-related issues are used as entry points, efforts 
are under way to expand activities to other sectors for socio- 
economic transformation. 


Prepared by Shirin N. Mohammad, Farid Midhet, Rafat Hussain, and Asif 
Aslam, Aga Khan University Hospital, Karachi, Pakistan. 
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Since the concept of primary health care is often not properly 
understood, efforts must be made to explain it to a wide range of 
people and institutions, in particular political, religious, and com- 
munity leaders, teachers, middle-level civil servants, technical offi- 
cers, professional associations and nongovernmental organizations. 

A series of short workshops or seminars, backed up by appro- 
priate brochures and other easy-to-read material, can do much to 
create better understanding on the part of the above groups and the 
broader public, particularly if suitable media coverage can be 
arranged. 

A striking feature of the responses of various people to ques- 
tions about primary health care is that there appears to be a block in 
the flow of information at mid-level management. Technical docu- 
mentation often does not reach the health workers for whom it is 
intended and, unless it is personally addressed to the individuals 
concerned, there seems to be little chance that they will receive it, as 
it is likely to get held up somewhere in the system. It might be 
preferable to prepare brief, easily understandable, and clearly writ- 
ten material on selected issues in primary health care, send it directly 
to health workers, with copies to supervisors, and secure regular 
feedback from the recipients regarding its appropriateness and 
usefulness so that their interest can be sustained. 

Among the fundamental changes required by primary health 
care is the reorientation of the attitudes, approaches, and skills of 
people within the health system. In Manila, health personnel at all 
levels have initiated a process of reorientation and development of 
skills that will enable them to implement primary heaith care. A 
series of technical and managerial learning modules is now being 
followed by the staff. These cover: new health techniques; devel- 
opmental skills to help communities organize themselves; planning 
and training skills that involve community participation; infor- 
mation analysis (so that staff can digest, present, and discuss health 
levels and trends); and managerial and leadership strength. 

Each country has institutions and people working in relative 
isolation, and it is essential to establish formal and informal networks 
so that these resources can be mobilized and utilized fully. A national 
health development network should be established, encompassing 
service, training, and research institutions, professional bodies, and 
nongovernmental organizations. 

A programme of study tours or visits to the various institutions 
should be organized to enable health workers to assimilate different 
kinds of experience at first hand. Regular meetings should be held to 
identify problems and common or complementary activities, and to 
develop a unified approach to the promotion of primary health care. 
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Financing primary health care in urban areas 


. The expansion of primary health care projects to achieve 
universal coverage in urban districts is going to involve substantial 
effort and considerable sums of money. Who will pay—the govern- 
ment, the municipality, the community, or all three? 

A searching examination of health needs and the ways in which 
they may be met could lead to a reorientation of existing urban health 
services towards primary health care and, in theory at least, a 
reallocation of funds and resources for this purpose. 

However, there are probably few situations in which such a 
drastic change would be immediately acceptable, for there is likely to 
be formidable opposition from those whose interests are threatened, 
despite the strength of the moral and economic arguments for 
extending essential health care to the whole population. 

Thus it seems that a substantial part of the resources, financial 
and otherwise, required to build up primary health care systems will 
have to be found by the communities themselves. They will also have 
to help mobilize support for the necessary changes in the established 
patterns of allocating health care resources. 

On a per capita basis, the resources required to transform the 
health of the urban poor are not large. A cost-benefit analysis for the 
Guayaquil project suggested that US$1 per head per annum could 
yield substantial benefits (57). But even such a modest sum, when 
multiplied by a large number of people, becomes formidable. 
Obtaining funds—and more importantly the personnel and supplies 
for which they pay—is therefore a matter that cannot be ‘ignored. 

The resource problem is aggravated by the heavy commitments 
of existing services that rarely reach the urban poor and frequently 
concentrate on relatively costly activities. Changing the balarice so 
that resources are deployed intelligently, humanely, and cost- 
effectively could be expected to be easier in more prosperous times 
when a real annual increment is available for the development of 
new services. 

Finding financial resources for pilot projects or innovative 
experiments does not, on the whole, present a problem. Even in these 
difficult economic times, a convinced supporter in a position of 
authority within a government can generally redirect finance on the 
scale required. If not, there are usually other possible sources of 
help, such as nongovernmental organizations, the churches, and the 
international organizations. A greater constraint than lack of money 
—-particularly in gaining the confidence of a community that is 
deeply suspicious of authority, as is often the case—may be a 
shortage of people with the skill and experience needed to carry out 
the proposed projects. 
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It will probably prove even more difficult to sustain these 
projects on a long-term basis, as part of the established pattern of 
services; to move from pilot schemes towards comprehensive cover- 
age; to change the priorities of the health care system as a whole; and 
to alter the ways in which people think. Here, nongovernmental and 
international organizations cannot fill the vacuum. Only the country 
and city concerned can do so, although a continuing contribution can 
be made by these organizations through, for example, advocacy and 
bargaining vis-a-vis the authorities and the professions; and through 
‘“‘networking’’, educational activities, and support for those directly 
involved in primary health care. 

The transition from limited projects and isolated, local 
examples to a continuing, comprehensive, and expanding pattern of 
primary health care will be facilitated if people consciously prepare 
for it from the beginning. For example: 


e A baseline survey will help to establish sound epidemiological 
evidence on which targets can be based and programme effec- 
tiveness demonstrated. yt 


e The more the primary health care service is ‘“owned’’ by the 
community concerned, the greater its chance of survival, partly 
because even the most deprived communities are not totally 
without resources for things they value highly, and partly 
because their own leaders will at times be able to exert political 
influence. 


e The more modest the recurrent cost of the service, compatible 
with quality and effectiveness, the better. Moreover, ways are 
being developed to enable community health workers them- 
selves to generate resources to sustain the service on a continu- 
ing basis. Whenever possible, primary health care initiatives 
Should be linked to other community projects that generate 
employment and income. 


e@ Projects that are designed on a modular basis can be readily 
extended within the same environment, as resources become 
available. 


@ It may be possible by persuasion, or by official intervention, to 
obtain some degree of financial support from industrial enter- 
prises situated alongside poor residential neighbourhoods. At 
the very least, they should be subject to regulations to ensure 
that they do not make the health situation worse through 
environmental pollution. More prosperous residential neigh- 
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bourhoods and voluntary organizations may also provide some 


help, for example, by sponsoring some aspect of the primary 
health care service. 


e@ Injections of resources for primary health care should be related 
to specific short-, medium-, and long-term objectives so that 
value for money can be demonstrated and the intended changes 
of balance within the health system assessed. 


Urban health departments 


Effective support for primary health care is likely to require 
changes in urban health departments. More important than 
organizational restructuring is a general change in attitudes, since a 
fundamental shift in values, strategy, and approaches is involved. In 
most cases, reorganization is not an immediate requirement, but 
should rather be left to evolve when there is already some record of 
initial achievement. Various alternatives have been discussed in a 
recent WHO publication (67). Collaboration and communication 
depend fundamentally on personal qualities and personal contacts. 
They also depend on a sufficient concordance of aims among all those 
concerned. 

An example is provided by the radical changes that have been 
taking place in the Municipal Health Department of Manila (Manila 
Health Department, unpublished information, 1983). Several steps 
are involved, including: a drastic shortening of the lines of communi- 
cation between the districts and the operating staff in the field; new 
roles for public health nurses, who are expected to work more closely 
with community leaders; coordination of field services under the 
supervision of a team leader; strengthening of the city’s district 
information system notably in its capacity to assess needs dynami- 
cally, monitor progress, and evaluate the effect of health measures; 
improved training programmes for the basic and continuing edu- 
cation of community health workers; and, finally, greater involve- 
ment in meeting the basic needs of the population (food, water, 
sanitation, housing, employment) through intersectoral action. 

A reorientation of municipal health departments has been 
undertaken in several other cities. What seems to be needed is not a 
major reorganization of departments nor, still less, the creation of a 
“primary health care” office or programme. It is rather a change of 
mentality that is required and the application of primary health care 
concepts to all aspects of the departments’ work. Such a change 
entails a greater social orientation of the hospital system, an im- 
proved ability to convince and to respond, and the prestige to deal 
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with departments outside the health sector so as to mobilize re- 
sources where and when needed. It also calls for alertness in 
recognizing and using every possible opportunity for concerted 
action, an ecological—-epidemiological approach to health devel- 
opment, and greater emphasis on prevention. Finally, there has to be 
a reorientation of medical and other types of health personnel that 
should start with their basic training. 


WHO \a184 


A 
! Public health nurse. accompanied by two students, uses the Opportunity afforded 
y 4 postnatal visit to examine the other children in the family 
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Lagos, Nigeria: involving the university 
hospital 
Health care in Nigeria currently concentrates on the rural 


population, which constitutes 70% of the country's estimated 
population of 96 million. 


In Lagos, which has a 14% growth rate, 25% of the inhabitants 
belong to the low-income group. Officia!ly, the low-income 
population comprises those earhing less than about US$ 2000 
per annum. The official minimum wage for the country is fixed 
at about US$ 125 per month. 


The main health problems of the children in the low-income 
urban populations are: malaria, measles, tetanus, helminthic 
infestations, acute respiratory infections, diarrhoeal diseases, 
nutritional problems, communicable diseases other than those 
mentioned, and diseases of the skin. Among the adults, the 
main problems are: malaria, respiratory infections, pregnancy- 
related problems, hypertension, and diseases due to poor 
environmental hygiene and poor health habits. 


There is a handful of special programmes for low-income urban 
groups. One of these is a government-planned programme in 
Etiosa (Lagos), which has a population of 158 000. Here a health 
clinic is run by the local government. A housing programme 
and road improvements are planned for the area. More health 
facilities, water works, a sewage treatment plant, and elec- 
tricity are also to be provided for this complex of low-income 
groups. In addition, there are plans for an immunization 
programme and education in oral rehydration therapy. 


The Lagos state government recently decided to upgrade some 
poor urban areas. Roads, piped water, markets, and schools 
would be provided ‘‘without necessarily disturbing the people’. 


Of the nongovernmental organizations, the Roman Catholic 
churches are developing ways of working among the urban 
poor. Their recent efforts are directed at slum areas. Their 
clinics are modest, but very strongly supported by outreach 
services. These are carried out by voluntary workers trained in 
simple but effective health skills and in the mobilization of the 
community for participation in health and other community 
development programmes. 


An example of the universities’ involvement with urban health 
care is a family health project started in a densely populated 
periurban area in Shomolu (Lagos). Run by the Institute of Child 
Health and Primary Care of the College of Medicine, University 
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of Lagos, this has developed into a model project. Coverage is 
being ‘‘scaled up” from its present level (30000 persons) 
to extend to the entire Shomolu local government area 
(population: 450000), Few compounds in Shomolu have piped 
water, the other sources of water being wells or itinerant water- 
vendors. ‘‘Night-soil men'’ remove wastes from bucket latrines. 
There is electricity. There are few motorable roads, and so 
refuse trucks cannot reach the huge refuse dumps that make 
the area insanitary. Storm drains for floodwater in the rainy 
season are blocked by refuse. Agriculture is virtually non- 
existent in the area. In 1968 the crude birth rate was 62.8 per 
1000, the crude death rate 14.1 per 1000, and the infant mortality 
rate 143 per 1000 live births. 


No part of the target community is more than 10 minutes’ walk 
from the clinic set up by the project. The target community 
includes many private medical facilities, both western and 
traditional—6 doctor’s clinics, 2 hospitals with maternity wards, 
25 traditional medical practitioners, 16 medicine stores, and 20 
chemist's shops. Thus the area has been used to a very ad hoc 
approach to family health. The strong points of the project were 
that its facilities were accessible, acceptable, affordable, scien- 
tific, and evaluated, and that the approach adopted involved 
some community participation. Political changes have shifted 
the responsibility for the traditional systems of health care to 
the local government authorities, who do not always heed the 
wishes of the people. One criticism is that the clinic has not 
developed a system of referral to ‘“‘higher’’ levels of health 
care. 


A new “‘urban health problem’ has recently emerged—the 
proliferation of mobile street traders. These young and ener- 
getic people sell their wares illegally to motorists and users of 
public transport caught in the frequent hold-ups and jams 
characteristic of traffic in Lagos. Programmes similar to those 
Started for the ‘‘street children’ in many Latin American cities 
may be appropriate here. 


Prepared by Professor T. O. Johnson, Director, Institute of Child Health and 
Primary Care, College of Medicine, University of Lagos, Lagos, Nigeria. 


Hospitals: the untapped resource 


| The concentration of curative facilities in large urban hospitals 
diverts resources from preventive services that are crucial for the 
health of the population. In most countries and cities, hospitals 
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consume an extremely high proportion of the total health budget (as 
much as 80% in some cases). Too often they have little commitment 
to, or interest in, primary health care and play only a very limited role 
in helping to develop strategies and plans for it in the city. At the 
WHO/Aga Khan Foundation Conference on the Role of Hospitals 
in Primary Health Care (Karachi, November 1981) (62), Dr H. 
Mahler, the then Director-General of WHO, observed: “‘A health 
system based on primary health care cannot, and I repeat cannot be 
realized, cannot be developed, cannot function, and simply cannot 
exist without a network of hospitals with responsibility for support- 
ing primary health care; promoting community health development 
action; basic and continuing education of all categories of health 
personnel; and research.”’ 

In fact, hospitals constitute a great untapped resource for the 
expansion of primary health care. 

The conclusions of this Conference outlined a new and impor- 
tant role for the hospital, for which the prerequisites are (a) 
unambiguous support by political leaders and (6) appropriate guid- 
ance and coordination by government at each administrative level. 
Coordinating structures should include a committee, council, or 
board, where representatives for each part of the health system 
(hospitals, health centres, and primary care workers) can sit down 
with representatives of the community to deal with questions of 
policy, management, and resources. Every hospital should be associ- 
ated with a well-defined catchment area within a district framework 
and should have a department of community health to mobilize 
interest, develop expertise, and interact with other health personnel 
inside and outside the hospital, and with the community in its 
catchment area. 

The responsibilities of departments of community health 
should include: giving support and encouragement to primary health 
care in the catchment areas; providing in-service training to reorient 
hospital workers so that their “‘hospital outlook”’ is replaced by a 
‘“‘health outlook’’; participating in the education and supervision of 
primary health care workers in the field; helping to improve manage- 
ment and administration; collaborating with the community in 
seeking relevant information on health probiems and appropriate 
solutions; making sure that the hospital meets its responsibilities as 
regards referral and logistic support; developing effective ways in 
which the community can assist in improving hospital services; 
working with other public agencies, nongovernmental organizations, 
and community associations (including women’s groups) active in 
the catchment area; identifying gaps in the primary health care 
services and introducing appropriate innovations; and stimulating 
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and conducting health services research focused on practical issues 
with the aim of achieving a progressive improvement in services. 

The new Aga Khan Hospital and Medical College in Karachi is 
one teaching hospital that is consciously seeking to put these 
recommendations into practice, but there are other important 
examples, on which detailed information can be obtained from the 
International Hospital Federation. 


The experience of the Aga Khan Health Ser- 
vices and Hospital in the context of primary 
health care irs Karachi, Pakistan 


In the early 1980s, the Aga Khan Health Services built and 
began to operate a 700-bed hospital in Karachi (Pakistan). The 
management committee and the supporters of the hospital 
were committed to ensuring that it developed, implemented, 
and maintained a primary health care programme. A major part 
of this commitment consisted in training professional health 
workers in the medical school attached to the hospital. The 
teaching programmes focus on field-oriented, community- 
based primary health care with priority for mothers and chil- 
dren, coupled with the control of endemic diseases. Students 
gain practical experience in the slums of Karachi, as well as in 
the very poor rural areas of the Sind and the northern frontier 
areas. Structurally the services for training new professional 
health workers in Karachi are divided into three tiers. These 
deal respectively with: (a) community health workers at the 
household and community level; (b) lady health visitors work- 
ing from health posts to supervise the community health 
workers; and (c) doctor—nurse teams working from health 
centres to support groups (a) and (b). The referral system links 
the community with the base hospital, which is also committed 
to supporting primary health care. The training and orientation 
shared by both staff and students are beginning to show them 
the positive role hospitals can play in primary health care. It 
involves supporting community health needs, establishing role 
models for new medical staff, and enlisting the collaboration of 
other sectors in improving the health care of the very poor, 
especially in the urban slums. 


In 1987, the WHO Expert Committee on the Role of Hospitals 
at the First Referral Level (63) stated that ‘““currently, in most 
settings around the world, hospitals and the other local. health 
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services are not integrated. They are managed separately and their 
work is generally not well coordinated.’’ The Expert Committee 
further asserted ‘‘that the conceptual focal point for organizational 
and functional integration should be the district health system 
encompassing the hospital and all other local health services’. 

This reorientation of the hospitals should facilitate and accom- 
pany the reorganization of the referral system within urban districts 
and a redistribution of the patient workload to permit a more efficient 
and coordinated use of all health facilities and make them more 
accessible (64). 

A bold reorganization of this kind has been successfully at- 
tempted in Cali, Colombia (M. J. A. Escobar, unpublished infor- 
mation, 1979), in response to continually deteriorating conditions of 
overcrowding and improper utilization of central hospital facilities, 
and to the bypassing and underutilization of peripheral health units. 
This project was of particular benefit to poor populations living in 
peripheral barrios. In fact, one of its main achievements was the 
strengthening of peripheral facilities, tttus removing the chief ob- 
stacle to their correct utilization and the. main reason for over- 
crowding in the hospitals. By influencing the public through the 
mass media, religious and other organizations, and the schools, by 
making the home the basic service unit and by supplying pro- 
fessional health workers and medical students with relevant infor- 
mation, awareness on the part of those in the urban health system 
was improved, people were guided towards self-help and the appro- 
priate use of health facilities, and feedback was encouraged. At the 
same time supportive supervision of the peripheral clinics and the 
logistics of their supply systems were revitalized. 


implementation 


Policies, comprehensive health plans, and legislation are only as 
good as the commitment behind them, and the action that follows. In 
terms of implementation, almost everything remains to be done. ‘The 
distribution of facilities and the financial and cultural constraints on 
access to services, are such that most poor people are patently 
underserved. Hospitals have traditionally been the main vehicles for 
the delivery of medical care to urban populations, but are generally at 
some remove, physically and socially, from the ‘“‘new”’ urban poor. 
Moreover, the hospitals are already overcrowded, and their re- 
sources tightly stretched. There is a relative scarcity of more 
peripheral and accessible health and social services; where these 
exist, their quality may be so low that people are discouraged from 
using them. 
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If health administrations in the cities are unable to fulfil the 
essential requirements of the primary health care approach in an 
equitable and cost-effective manner, bringing multisectoral action to 
bear upon essential health needs, how likely are they to do so in the 
much more demanding situation of the rural areas? Yet the organiz- 
ation and functioning of health programmes in many urban districts 
leave much to be desired. A variety of ministries, social security 
organizations, municipal health departments, quasi-governmental 
organizations, and private institutions participate in these pro- 
grammes. But these sources of action and influence, far from 
constituting a well-organized and synergistic network, often conflict 
with one another, duplicate activities and leave gaps in the pro- 
grammes, struggle for funds and power, and produce an irrational 
and inefficient distribution of services. The results are high costs, 
dissatisfaction all round, and an inability to cope effectively with 
needs and demand. ~ 


Managing urban change 


While, at present, natural increase probably accounts for at 
least 50% of urban growth in most cities, migration remains an 
important factor. As about two-thirds of migrants are in the age 
group I5-29 years, they create a demand for new employment 
opportunities that few cities are able to meet. Although migration is 
usually considered to impose social costs, this is not always so and, in 
many cases, it may benefit cities’ economies. Migrants often work in 
“informal sectors”’ and fulfil important functions. 

The impact of migration is uneven and now it is generally the 
outer fringes of the cities that have become the foci of urban growth. 
The large metropolitan areas have tended to lose their predomi- 
nance, experiencing some decline in population, jobs, and services. 
This is a problem that is also increasingly affecting older suburbs and 
some overspill towns. 

Against this background, one obvious question is whether and 
how further immigration should be resisted. Many methods have 
been tried, such as: 


@ asystem of identity cards and residence permits, enforced with 
police support, and physical clearance of illegal settlements 


(these were the policies until recently in Nairobi and 
Khartoum); 


@ policies and projects for rural regeneration (as in the United 
Republic of Tanzania); 
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e decentralization of industry to encourage population growth 
away from the main conurbation (as in Indonesia); 


@ incentives, such as free or subsidized land and loans for 
construction, to encourage people to settle where the govern- 
ment thinks that they should—as in Juba (Sudan) and, most 
recently, in Pakistan. 


The available evidence suggests that none of these methods 
works particularly well. Several countries (e.g., Indonesia and 
Mozambique) have now accepted this fact and are not resisting ad 
hoc settlements. They are, however, encouraging traditional forms of 
mutual self-help. 

It goes almost without saying that, once continuing im- 
migration is accepted, along with recognition of past illegal 
immigration, there is no escaping some formidable management 
dilemmas in areas ranging from policing and welfare functions to the 
promotion and encouragement of development activities. 


Maputo, Mozambique 


As elsewhere in Africa, the major source of urban growth in 
Mozambique is the rapid influx to the city of migrants from rural 
areas (accounting for 66% of urban population growth), rather 
than natural increase. Maputo had about one million inhabi- 
tants in 1985 and an annual growth rate of 8%. Migrants from 
the countryside usually move into the homes of relatives in 
Maputo, which increases overcrowding and facilitates the 
transmission of infectious and parasitic diseases. Environ- 
mental hygiene becomes a particular problem in these circum- 
stances. The City Council is trying to tackle this problem by 
creating new ‘‘wards”’ (areas) which are provided with building 
plots and services. Here, people build their own homes and 
have land on which to grow food, while the population density is 
about 70 per hectare. 


Various integrated health projects have been started in these 
peripheral areas. An example is the Joint WHO/UNICEF Nutri- 
tion Support Programme financed by the Government of Italy. 
The emphasis on agriculture and health and social issues in 
this programme has improved the nutritional status of children 
in the areas. The City Health Directorate has also received 
support from nongovernmental organizations, particularly re- 
ligious groups. 
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Intersectoral coordination is facilitated by the mass democratic 
organizations (including women’s and youth organizations), 
“action groups” at neighbourhood level (typically with different 
individuals responsible for health, education, food supply, etc.), 
the City Party Committee, and the City Council. Support from 
the Ministry of Health is mainly limited to evaluation at the 
national level and thus is not concerned with specific health 
problems in the city. 


The particular health problems currently faced in the city reflect 
the fact that the country is at war. The low-income population 
makes up about 30% of the total urban population, and most of 
its members are unemployed, having recently migrated from 
the rural areas. Malaria has been a particular problem and, in 
the field of sanitation, efforts are being made to increase the 
construction of latrines and the drainage of mosquito breeding- 
places. There have also been considerable improvements in 
the water supply programme. 


Until 1980, Maputo recorded epidemic outbreaks of measles 
every 2 years with as many as 1500 cases per month and a high 
fatality rate. Vaccination coverage has been increased, and 
now the annual incidence is 200-300 cases per 100000 popu- 
lation with no peaks. 


The incidence of diarrhoeal diseases is still very high. Fortu- 
nately most infants are breast-fed, but diarrhoeal diseases 
occur with the introduction of other types of food and worsen 
during the weaning period. Poor environmental hygiene and 
overcrowding contribute to this situation. It is thought that the 
transmission of disease is not through water but person-to- 
person. The use of oral rehydration therapy is slowly increas- 
ing. 


Acute respiratory infections are important from June onwards 
when they take precedence over malaria and diarrhoea. Again, 
it is the children who are the worst affected, and overcrowding 
exacerbates the problem. There are no programmes to deal 
with the situation, as it has not been studied epidemiologically 
and a strategy has thus not been worked out. 


The overall annual incidence of tuberculosis in Maputo is 250 
per 100000, and its prevalence almost 600 per 100000. A big 
problem is*that of patients abandoning treatment. Often they 
turn first to traditional healers for help, so that proper diagnosis 
is delayed. 


Neonatal tetanus in children has been successfully controlled 
by immunization programmes. 
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Over 60% of the population are infested by Ascaris, but the 
latrine-building programmes in peripheral areas will help to 
reduce this problem. 


Injuries resulting from road accidents are common; these are 
often associated with alcohol abuse. Among domestic acci- 
dents, burns are important, while, following the installation of 
people from rural areas in multistorey buildings after indepen- 
dence, there was a great increase in the number of children 
killed by falling from windows or balconies. 


Ninety per cent of the children born in Maputo in 1985 had a 
birth-weight of over 2.5 kg. However, in the poorer groups an 
appreciable number of children have a low weight-for-age. The 
proportion is less than 10% in the first year of life, more than 
20% in the second year of life, and about 20% in the third, 
dropping to between 10% and 15% in the fourth year. With an 
economic situation that precludes the import of needed food 
items and a war that curtails agricultural activities, the nu- 
tritional problem is serious and is attracting the attention of 
various international agencies. 


Maputo has 16 health centres, 40 health posts, and 6 hospitals. 
There is an urgent need for health centres in the new “wards”. 
At the moment the residents in these poverty-stricken new 
peripheral settlements have very long distances to travel. 
Resources are in short supply, particularly drugs. It is hoped 
that the introduction of an essential drugs programme will ease 
the situation. However, the future looks problematic and there 
is a feeling in the health sector that ground is being lost. 


Prepared by Dr Campos José Maria de Igrejas, Director of Health, Maputo City. 
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Chapter 3 
Community involvement 


Linking health systems and communities 


As a number of countries, notably China (65), have shown, 
people’s potential for improving their own health and living condi- 
tions is enormous. When the community is fully involved, collabo- 
ration between different sectors is often greatly simplified. Indeed it 
is not overstating the case to say that community involvement is 
essential for health development (66). Nevertheless, it usually re- 
mains very limited in the numerous countries where planning, 
priority-setting, and implementation are left to health service staff, 
while the people for whom health services are intended seem to have 
little say in the matter. 

With strong community organization, a well-informed local 
health committee capable of assuming responsibility, and logistic 
support, a large measure of decentralization and delegation becomes 
feasible. 

Neighbourhood health programmes are a valuable means of 
increasing primary health care in urban districts. There is no 
established blueprint for them, since their nature will vary according 
to local conditions. Different models exist in different cities, and 
more are being developed. Sometimes an approach successfully 
initiated in the countryside and based on family spirit and solidarity 
has later been adapted to specific urban settings. This is the case of 
the kebele, barrio, and kampung community health development 
schemes of, respectively, Addis Ababa, Cali (Colombia) and Jakarta. 
Others were urban schemes from the start. The barangay devel- 
opment programme of Manila is a good example. Its main features, 
which are common to other, similar programmes, include: a close 
knowledge of the community, the prevention and treatment of 
malnutrition, immunization, the treatment of easily recognizable 
diseases, referral systems, environmental improvements and infor- 
mation and education for the families concerned. The programme is 
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WHO/Ministry of Public Health, China (19492) 


Community involvement in China has led to significant improvements in health and 
living conditions 


based in the community health centre, the upgrading of which is 
continually pursued. It emphasizes the training and wide deploy- 
ment of community health workers and the education of the public 
by all available means. 

Women have a fundamental role in community health, being at 
the same time the protagonists and one of the main target groups. 
They are close to the children, the most vulnerable group of the 
population, at the most critical moments of their lives; they are 
closely involved in and affected by decisions on contraception, on 
breast-feeding, and on the quality of their children’s food. They may 
tip the balance in the prevention of disease, and it is they who will 
most probably have to decide what to do and whom to consult when a 
child is sick. They keep “‘urban gardens’’, when there is space for 
them, and raise poultry or small animals. Economically, it is they 
who have to make ends meet in the family, who are the heads of most 
single-parent households, and who earn needed supplementary 
income. They benefit from, but also run, the community créches and 
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the day-care centres for preschool children. They are without doubt 
those in whom money for education is best invested. 

C. A. Frankenhoff (unpublished observations, 1976) notes that 
“it is essential to facilitate the involvement of untapped re- 
sources of marginal communities into the process of urban 
development’’. There are political, social, and economic arguments 
in favour of this option. ‘“The political argument states that increas- 
ing the stability of these slum communities in terms of jobs, housing, 
education and health will contribute to national political stability. 
The social argument states that the community which has helped to 
build itself will produce social benefits for the nation. , The economic 
argument states that the slum community can generate significant 
consumer demands as well as capital formation. Houses, sewers, 
sidewalks; schools and clinics can be built by such a community with 
a minimum of assistance.” 

The initiative and resourcefulness of low-income urban popu- 
lations are increasingly recognized by planners and other govern- 
ment officials. There is of course a danger that overemphasis on 
community action may be used as a pretext for withholding govern- 
ment support, but experience has shown that in practice neither the 
exclusively community-managed self-help programme, nor the 
paternalistic government-sponsored and imposed community pro- 
gramme, is an ideal solution. Success is more likely to occur when a 
partnership between government and community is established, 
entailing recognition of what self-help can do, respect for the 
individual, and willingness on the part of the authorities to go along 
with community initiatives (67). 

A UNICEF review (68), based on information from 70 coun- 
tries, including case studies from 9 of them, concluded that the 
community-based approach is viable and is being increasingly 
adopted. It enables services to reach out further towards the poorest 
families; to be designed in direct response to needs that the people 
themselves have expressed and thus to be better understood and 
supported; to be more highly valued and better maintained by the 
community; and to be relatively inexpensive, while permitting 
increased coverage. By encouraging social action, this approach 
helps to promote social cohesion as well. 

There are different methods of implementing the partnership 
mentioned above (69, 70) but these do not lend themselves to any 
simple classification. Success is more likely when the community has 
a clear understanding of the problems being faced, and when 
Initiatives come from within it . 

Developments that are the result of a true dialogue between 
government and communities, with mutual acknowledgement of 


90 


COMMUNITY INVOLVEMENT 
a ee 


the contributions made by each, are few and far between. The 
community development scheme in Ricinha (Rio de Janeiro) ( 7r)1sa 
possible example. The residents formed a health group, a sanitation 
group, and a school group, and worked together with the municipal 
secretariat for social development, first on a survey and then on the 
planning of a programme based on the survey. The resulting 
activities included child and adult education, a sanitation pro- 
gramme, and the provision of health services. The main sewer 
system was established through mutual help, and secondary con- 
nections were built by the community. Community agents have been 
trained to monitor growth in children under 5 years of age and to 
help form women’s health education groups. The programme and its 
methodology have been institutionalized, and expansion to other 
areas is being considered. 

Then there is the example of the creation of community 
kitchens in Kamanves, a slum in Miraj, India (72). This was initially 
part of a comprehensive effort to improve the nutritional status of the 
population, and was later developed well beyond its original objec- 
tives. Following a discussion of local problems in the community, a 
group of residents formed a committee, which, after consultation 
with the Director of Community Health, started to work with 
hospital staff in a series of activities involving all community 
residents. An organization was established, a management commit- 
tee was elected, and fees were collected from all members. The first 
initiative was a morning feeding programme for children, later 
expanded to cover very poor adults at a cost of 0.60 rupees per 
person. The kitchen, which was initially uncovered, was later 
provided with a shelter. The children attending were medically 
examined. The programme was expanded to include training and 
income-generating activities. The health education programme was 
particularly important and led, among other things, to high rates of 
immunization with diphtheria-pertussis-tetanus, poliomyelitis, 
smallpox, and tuberculosis (BCG) vaccines. 


Local organizations for community involvement 


In rural areas, community organization is often based on solid 
social and cultural foundations and has developed over centuries. It 
remains reasonably efficient and is largely taken for granted. All this 
is lost with migration to the cities, and the delicate tissue of social 
organization has somehow to be woven anew. 

Yet the conditions needed to redevelop social organization are 
difficult to establish. In the new slums and squatter settlements, little 
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is generally done to guide rural migrants through the transition from 
rural to urban life. 

In contrast to the relatively stable and homogeneous rural 
village, these migrants are likely to find themselves in a society that is 
heterogeneous, both culturally and linguistically, transient, mobile, 
opportunistic and restless, with each person too preoccupied with his 
or her individual survival to be concerned with solving collective 
problems. 

While these are divisive features, some people nevertheless feel 
united by the fact that they inhabit the same place and share poverty 
and pressing common problems to which some solution must be 
found. It is ‘neighbourhood awareness’’, called by different names 
in different places, that provides the main basis for the social 
organization of the urban poor and thus for some improvement in 
their living conditions. 

One purpose of community development is to enable people 
living in the poorest areas to gain organizational and managerial 
experience and confidence in dealing with government and other 
organizations, and in building up mechanisms that demand respon- 
sibility and accountability on the part of those providing resources as 
well as the community. Nylon, a periurban slum area near the airport 
of Douala, Cameroon, is a good example of how this process can 
develop and enable community goals to be met by the residents (7 3). 
Nylon is a slum which was estimated to have reached a population of 
more than 100000 by 1980, yet, until a few years ago, the area was 
marked on city maps as an uninhabited zone, so that the population 
had no legal existence. Initially, the three ethnic groups living in 
Nylon decided to join in a common effort to fight water pollution, 
industrial pollution, and growing vandalism. The area was divided 
into lots, blocks, sectors, and subdivisions, and ‘“‘animators’’—each 
accountable to the corresponding person at the next higher level— 
were assigned to each unit. The leaders then sought municipal 
assistance, organizea a seminar on the urban environment, which 
drew public attention to their problems, and established a training 
programme for the animators. Official recognition was obtained from 
the Ministry of Social Affairs, and a community centre was con- 
structed. Later, a topographical survey was carried out, and a master 
plan for development drawn up. Electricity was installed and, with 
foreign aid, work started on the construction of a new market-place. 
Community activities in Nylon gave rise to the concept of a 
‘transitional urban economy”, which is neither traditional nor 
modern, being characterized by a predominance of ‘“‘unemployed” 
persons among the workers in the informal sector, simple methods of 
production, and a complex network of ties with the modern eco- 
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nomic sector, whose by-products and waste materials are exploited to 
the maximum. Since self-sufficiency in food is considered to be a 
prerequisite of the transitional urban economy, all available land was 
intensively cultivated, poultry was raised, and a small-scale food 
industry was started as an experiment. 


Many cities in the developing world have evolved some forms of 


local organization encouraging community involvement. To take 
only a few examples: 


In Indonesia, the “Community Resilience Boards’ act as 
bridges between government and community. These boards, 
which exist all over the country, have a variety of sections, 
including health sections. 


In Pakistan, elected local bodies form committees for various 
purposes. The health committees (including, for example, 
mullahs, teachers, and elders) provide a link between the health 
authorities and local communities. 


In Mozambique, the pattern of community organization is 
basically very much the same as in Indonesia, with a village- 
level set-up supplemented by neighbourhood and block associ- 
ations. 


In Colombia, there are, in the big cities, Community Action 
Boards similar to the Community Resilience Boards in In- 
donesia. These are organizations of the urban poor and are 
strong because they are rooted in their communities, but their 
health component is relatively weak. 


In Manila and other cities in the Philippines, the Barangay 
Council is the political body at the neighbourhood level for 
population units of 2000 or thereabouts. The Council is sup- 
plemented by a barangay network consisting of, among others, 
purok and unit leaders, volunteers (including health workers), 
and sometimes representatives of nongovernmental organiz- 
ations. Religious bodies may also form committees to deal with 
selected aspects of primary health care. 


In Juba (Sudan), there are ‘‘Quarter Councils’’, which elect 
representatives to the municipality. Health is one of their 
interests. Initiatives are passed down from the Ministry of 
Health to the councillors, then down to the different communi- 
ties. The feedback from each community indicates whether it is 
enthusiastic about taking ideas further. If there is a positive 
response, a community committee will pursue the matter. 
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A barangay meeting in Manila allows discussion of the community’s health care 
problems and priorities 


e In Somalia, there are community organizations (known as 
tabella) in all cities, each covering 50-100 families. The tabella- 
level committee, whose members are chosen by the local 
community and are unpaid, is responsible for all communal 
activities within the tabella and has full executive authority. 


e In Thai cities, not all communities have recognized organiz- 
ations. Where these do exist, community health workers may be 
attached to them to promote primary health care. Otherwise, as 
community health workers are trained, special committees have 
to be set up to provide a focal point for their activities. 


Many other examples could be cited. These, however, do give a 
small idea of the range of community organizations, which extends 
from some that are strong and well accepted to some that are quite 
weak; from some that cover the whole of a community’s interests to 
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some that are health-specific; from some that are seen as useful for 
consultation to some that are absolutely vital to health; and from 
some that are truly representative of a particular community to some 
that are primarily instruments of government. While different 
organizations are acceptable in different social and political contexts, 
primary health care calls for strong local neighbourhood organiz- 
ations with a genuine degree of interdependence of action and 
autonomy of choice and preferably covering all sectors, not just 
health. 


The situation in Merka City, Somalia 


Primary health care activities in Somalia began in 1981. Pro- 
grammes are in operation in 8 out of 18 regions and are 
assisted by various international, bilateral and nongovern- 
mental bodies including the Government of Italy, USAID, 
UNICEF, WHO, and CARITAS. 


No figures are available on the extent of the low-income urban 
population in the country, but it is thought that their main health 
problems are diarrhoeal diseases, pneumonia, malnutrition, 
anaemia, and bronchitis. Action being taken to overcome these 
problems includes water and sanitation programmes, ‘‘family 
life education’, control of diarrhoeal diseases, and the exten- 
sion of maternal and child health services. The main problems 
are a lack of manpower and a shortage of funds. 


7 


In Merka (near Mogadishu, the capital) slum dwellers form the 
majority of the popuiation. The main health problems of the city 
as a whole are the lack of an adequate supply of safe drinking- 
water and the absence of proper facilities for refuse and 
excreta disposal. About 50% of the low-income population are 
considered to be adequately covered by primary health care at 
present. 


Special funds for the region in which the city is situated have 
been allocated by the Joint WHO/UNICEF Nutrition Support 
Programme. Only 5.8% of the Ministry of Health's budget is 
earmarked for primary health care, and there are difficulties in 
shifting additional financial resources away from prestige 
facilities, such as hospitals. 


Community participation is fostered through regular meet- 
ings with committee leaders who select community health 
workers and traditional birth attendants for training and sub- 


i 


sequently supervise them. It is felt that the communities could 
take a more active part in primary health care by organizing 
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environmental sanitation compaigns, thus compensating for 
the shortage of health manpower. 


An understanding of the needs of the urban poor can only be 
achieved when the health information system in Somalia is 
improved. At present it is very poor in terms of vital statistics 
and demographic and health indicators. Data collected since 
1984 indicate that the main causes of mortality and morbidity in 
Merka are as follows: 


Main causes of death by age group: 

under 1 year: diarrhoea, respiratory infections, neonatal 
causes, malnutrition; 

1-4 years: diarrhoea, respiratory infections, measles, malnu- 

trition; 

5-14 years: measles, diarrhoea; 

15-44 years: measles; 

over 45 years: tuberculosis, malaria, gastrointestinal diseases. 


Main reasons for admission to hospital by age group: 
under 1 year: respiratory infections, diarrhoea, 

1-4 years: respiratory infections, diarrhoea; 

5-14 years: tuberculosis; 

15-44 years: malaria; 

over 45 years: malaria. 


Prepared by Dr G. M. Dini, Regional Primary Health Care Coordinator, Lower 
Shabelle Region, Ministry of Health, Somalia. 


There are also failures, as might be expected, for the circum- 
stances of the urban poor make success more surprising than failure. 
People in long-established slums often experience more difficulty in 
working together for the common well-being than those in new 
slums and squatter areas. There is a sense of inertia, and substantial 
doubts about whether collective action is possible or worth the 
trouble. The main constraints lie with the poor themselves, who 
rarely have the social confidence, skills, and experience to galvanize 
their own community, deal collectively with government officials and 
nongovernmental organizations, and, if the need arises, challenge 
other people’s hostile attitudes and actions. 

Government collaboration with communities may be hampered 
by excessively technical approaches, inadequate mechanisms for 
social planning, an insistence on technical standards that are unreal- 
istic and unnecessarily high, inappropriate legislation, administra- 
tive bottlenecks, and an inability of officials to communicate with the 
community and to understand the dynamics of an urban slum (74). 
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Likewise, nongovernmental organizations may define health 
programmes in terms of their own perceptions, pursue short-term 
goals, and unintentionally create dependent attitudes that are not 
conducive to community initiative, organization, and action. 


The role of facilitators 


Where strong community organizations do not exist in poor 
urban neighbourhoods, they need to be created. This can be a long, 
complex, and difficult process, and an organizer usually has to be 
brought in from the outside. This organizer must be well trained and 
have the knowledge and skills required to analyse the social structure 
of the community, and to facilitate the participation of the people 
themselves in the organizational process. The essential steps in 
organizing communities are: 


I. to develop enough initial understanding and trust to warrant 
the effort involved on the part of the community and the 
external staff, and to try to avoid disappointing the community; 


2. to conduct a baseline survey and a social analysis: this could be 
done with the help of a university-based research team and 
should involve the community; 


3. to continue to build up a rapport with the community, while 
analyses are being completed; 


4. tohold discussions with members of the community to find out 
what are considered to be the most pressing problems faced by 
the community as a whole. In these discussions, the community 
organizer should provide feedback on the results of the baseline 
survey to corroborate people’s identification of priority prob- 
lems, or to show them that other problems are equally impor- 
tant. The ultimate aim of these discussions is to obtain a 
consensus on a feasible starting-point for action by the com- 
munity. This could take the form of the construction (on a self- 
help basis) of solid walkways, as in Olongapo (Philippines); the 
provision of subsidized meals for street children; educational 
work among squatter or immigrant children, as in Hong Kong; 
shelter improvement, as in Nairobi; or low-cost self-help 
housing as in Hyderabad, Visakhapatnam, and many other 
Indian cities. The initial project need not necessarily be con- 
nected with primary health care in a narrow sense. It is a spring- 
board for organized community action which, if it achieves 
results, will motivate community members to deal with a wider 
range of development activities in similar fashion. 
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The community organizers could be the health staff, as in 
Jakarta and Manila, or the community development staff of an 
agency like the Department of Social Services, as in Nairobi. The 
community organizer could come from a nongovernmental organiz- 
ation, as in the case of Olongapo City (Philippines) or the Kwun 
Tong Project in Hong Kong. It is important to stress that health 
officers taking on the role of community organizer must be 
thoroughly trained for it..Otherwise they will quickly find them- 
selves out of their depth, and the resulting organization may simply 
cater to the interests of the vocal and relatively better-off minority, to 
the neglect of poorer groups. 


Community involvement in an Indian city 


Visakhapatnam had a total of 800000 inhabitants in 1986, a 
quarter of whom were living in slums. Reliable information is 


available on the health situation in the slum areas, which is 
substantially worse than that in the city as a whole. For 
example, 20% of children under 5 years old in the poorer areas 
are severely malnourished, compared with a city average of 
10%. 


The main communicable diseases in the city are tuberculosis, 
gastroenteritis, worm infestation, viral hepatitis A, malaria, 
skin diseases, sexually transmitted diseases, and leprosy. The 
prevalence of these diseases is about 25% higher in the slums 
than in other areas of the city. 


At present about 50% of the slum population is covered by 
primary health care, the principal agency involved being the 
municipal corporation. 


The urban community development project (in operation since 
1981) aims to provide an integrated package of basic services 
to urban slum-dwellers. This comprises: (a) basic amenities, 
such as water supply and sanitation, (8 health services, 
particularly immunization, oral rehydratioA therapy, and mater- 
nal and child health care; (c) basic eduéation services (inclu- 
ding preschool and adult education); Ad) leadership training 
programmes covering the identificatidn and resolution of com- 
munity problems; (e) income-generating programmes for poor 
women, and (f) programmes to enhance the planning and 


implementation capacities of the project and of the municipal 
corporation. 


The project has created multipurpose workers known as com- 
munity organizers and social workers. There is one organizer 


or social worker for every 34 slums (approximately 3000 | 
people). Refresher courses are held every year and the com- 
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munity organizers and social workers train community leaders, 
mothers, unemployed young people, and others. 


Following the principle that the community must find solutions 
to its own problems, other features of the programme include: 


— the creation of neighbourhood funds, including grants from 
the urban community development project, and the opening 
of a bank account; 

— joint management of funds by the president of the neigh- 
bourhood committee and the community organizers and °¢ 
social workers; 

— the organization and running of preschool and craft centres, 
training classes, educationa! campaigns, and immunization 
and oral rehydration therapy programmes, through neigh- 
bourhood committees; 

— regular meetings of neighbourhood committee members, 
attended by community organizers, social workers, and 
voluntary workers; 

— bringing the clinics’ problems to the notice of the municipal 
authorities through neighbourhood committees, and solv- 
ing them; 

— low-cost, self-help housing with loans from the municipality 
and banks, government subsidies, and contributions from 
the beneficiaries (by now, about 7200 dwellings housing 
40 000 slum-dwellers have been completed, at a cost of 
US$ 1000 per house); 

— low-cost sanitation: conversion of dry-earth latrines,to low- 
cost pour-flush latrines and provision of latrines to house- 
holds lacking them. The cost of each latrine is $100 (pro- 
vided on a 50% loan and 50% subsidy basis); so far, about 
5000 have been installed. 


Another interesting project run by the municipality is the 
“social forestry’’ scheme. Nineteen thousand plants have been 
set on road verges and wasteland. Women, former leprosy 
patients, and physically handicapped persons have been 
chosen to look after them. Each is responsible for between 100 
and 200 plants and is given a plot near the plants on which to 
erect a dwelling and a stall where he or she can sell tea, 
matches, cigarettes, etc. The municipality pays 2 rupees a 
month for every surviving plant. Ninety people are involved so 
far, and the plant survival rate is 99%. 


Major problems still to be dealt with include: the lack of a clear 
health plan for the city, the relatively low priority given to 
health, and the very high cost of improving the urban infrastruc- 
ture. 


Prepared by Mr P. K. Mohanty, Commissioner, Municipal Commission, Visak- 
hapatnam, India. 
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Community health workers 


The generic term “‘community health worker”’ includes a very 
wide variety of health personnel. Depending on the country, they 
may be: paid or voluntary; male or female; young or mature; full- 
time or part-time; trained for as little as 1-2 weeks or for as long as a 
year; and expected to serve as few as 50 or as many as 4000 people. 

In most parts of the world, community health workers consti- 
tute the foundation of primary health care in urban areas. Linking 
the community with the health system, they have loyalties to both 
(Fig. 8). 


Community 
health 
worker 


Elected 
community 
officer 


Health 
centre 
staff 


WHO 89267 


Fig. 8. Community health workers: the bridge between communities and the 
health system 
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The community health worker is one of the principal figures in 
neighbourhood health development, meeting the need for close 
contact with the community, emphasizing health promotion and 
disease prevention rather than strictly curative medicine, and paying 
special attention to people’s behaviour and the environment in which 
they live. This approach is also a way of compensating for the 
scarcity of professional health workers, whether this scarcity is rea! 
or due to their inequitable distribution or reluctance to work in poor 
areas. It is accepted in several cities as a means of filling the gaps in 
services. 

Because of the greater availability of facilities for treatment in 
urban areas, community health workers are primarily concerned 
with health promotion, disease prevention, and the orientation of the 
public to a better utilization of the health system. They visit people 
in their homes and so are able to assess the social and environmental 
conditions in which they live, and to act as a link between the public 
and the health system, the user and the provider of health services. 
However, the deployment of community health workers and, in 
particular, their participation in the diagnosis and treatment of some 
diseases, has aroused greater opposition among professional health 
workers in the cities than among their rural counterparts. Also, to 
work unpaid or be paid in kind is not feasible for long in a city, and 
the turnover among such workers tends to be high. In spite of these 
difficulties, where community health workers exist, they provide a 
vital service. : ro 

It is essential that the community health worker should truly 
belong to the community concerned, through living in it and being 
accountable to it. 

Community health workers should evolve in line with needs. 
Their programmes should be reviewed regularly and should not 
impose so heavy a workload that the workers are unable to think 
critically about their tasks. Continuous training is required, and it 
should, to some extent, be left to the discretion of the experienced 
worker to use time as she or he judges best. Community health 
workers need to collaborate closely with others outside the formal 
health system and to become outspoken advocates for the commu- 
nity when health is at risk. The formal health system must stand 
behind them in such circumstances, even though this may require 
courage. 

Since the community health worker is a link between the formal 
health service on the one hand and the community on the other, 
careful arrangements are needed to ensure that the selection, re- 
muneration, and continuing supervision of community health wor- 
kers are carried out jointly by the community and the formal health 
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service in a genuine spirit of partnership. It may require a significant 
change of attitude by those in charge of the formal health system to 
accept that the community concerned should have this degree of 
control over community health workers. 

The method for nomination or preselection of candidates is 
crucial and should reflect the type of participation that is appropriate 
to the particular community. If the community concerned does not 
participate in the selection process, the personality of the first-line 
worker is all the more important, for she or he must then win and 
retain the community’s confidence. 

Community health workers must keep records on the families 
they serve. The decision as to which information is passed back up 
the system, and what comes down through it, needs very careful 
thought. Otherwise, once again, the health system will collect data of 
little use and have no way of judging what needs to be known about 
health needs and the effectiveness of health action. 

Some community health workers may wish to gain formal 
health credentials, and they should be helped to do so. If they have to 
leave their community for this purpose, they will need to be replaced, 
since their relationship with the community will inevitably be 
changed as a result. 

A recent report of a study in which I1 countries took part 
discusses a number of relevant issues (75). While it 1s based on 
experience in the use of community health workers in rural areas, 
many of its conclusions are equally applicable in an urban context. 

In principle, it is right that the community should select its own 
community health workers, but unfortunately this may sometimes 
be done before either the community or its leaders have acquired any 
real understanding of what a primary health care programme in- 
volves, and what a community health worker is supposed to do. If 
health centre staff can prepare people appropriately beforehand, 
selection may be improved and subsequent difficulties avoided. 

What should be the role of community health workers? A 
common error 1s to ask too much of them. ‘To make undue demands 
on a health worker, who may have a limited educational background 
and has received only a few weeks training, is to ask for trouble, 
especially with part-time workers. In the 11-country study on 
community health workers, referred to above, 22 different health 
tasks were listed in the job descriptions cited. Eight countries also 
required their community health workers to do work entirely outside 
the health sector. The medicines at the disposal of health workers for 
distribution or sale varied widely in type and number, ranging from 
6 items in one country to over 70 in another. 
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Community health workers in Lima, Peru 


Metropolitan Lima has about 5.2 million inhabitants (1981 
census) of whom 2.7 million, representing 51% of the total 
population, live in marginal low-income areas. 


A variety of projects are in progress, covering approximately 
25% of the low-income population so far. They include pro- 
motional and preventive services addressed to individuals 
(e.g., education of mothers during examination and immuniz- 
ation of their children) and groups: first aid, the treatment of 
major diseases, and the follow-up of treatment previously 
prescribed. Other government sectors, such as education and 
labour, make various contributions to family welfare, for 
example, through activities to promote the development of 
preschool children (3—5 years) and the advancement of women 
including training in ways of improving the family income, etc. 


Community health workers of two different types (promoters 
and secretaries) participate in health promotion and preventive 
work, education, surveillance, and welfare. They are selected 
by the community to which they are accountable, and trained by 
the health teams at government health centres. They are 
assigned to the ‘‘modules”’ into which the area is divided (so far 
65 modules have been established), each worker being respon- 
sible for 10-25 families (generally 100 families are covered bya 
heaith promoter and 4 health secretaries). The work is volun- 
tary and unpaid. 


The training of community health workers forms an important 
part of the projects. The promoters are given a month's training 
in theory and practical work leading to a general qualification, 
while two months’ additional training is required for specific 
qualifications in certain areas according to the needs of the 
community. Continuing in-service training follows. 


Comparing the present situation with that obtaining before the 
projects, improvements can be noted in health awareness, 
nutritional status, immunization coverage, drinking-water 
supplies (present coverage, 80%), garbage collection (present 
coverage, 20%), and school attendance. 


The projects are financed by the government, local communi- 
ties, and UNICEF. There is active coordination with other 
sectors according to situations and needs; with local auth- 
orities (municipalities) to plan activities jointly, avoiding dupli- 
cation and benefiting from mutual support; with private institu- 
tions; and with other projects having similar objectives. 


Prepared by Dr Oscar Castillo, Primary Health Care Consultant to UNICEF, 
Lima, Peru. 
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Despite differences in the duration, content, and level of 
training, certain general principles may be derived from experience 
in the countries taking part in the study. As far as possible, preservice 
training should be spaced out over several courses. Though rela- 
tively costly, this system is particularly effective. 

In-service training should be continuous and is crucial for 
maintaining the motivation and competence of volunteers. In some 
places, e.g. Bangkok, Colombia, and Manila, self-learning manuals 
are used for training and for reference. Community leaders may also 
undergo orientation to primary health care and leadership training, 
as in Bangkok, Manila, Nairobi, and throughout Indonesia. In 
Visakhapatnam, India, the mayor and city councillors receive similar 
training. Courses in financial management may also be provided for 
volunteers, as in Manila and Thailand, where health insurance and 
credit unions are among the subjects covered. 

The teaching method most commonly employed, namely 
lecturing, is often the least suitable. A variety of methods should be 
encouraged: discussion, demonstrations, supervised practical work, 
field visits, role-playing, and self-learning exercises. It is important 
to teach the trainees not only what to teach but how to teach it. 

The supervision of community health workers is a major 
problem. In theory, it would be an advantage if the instructor during 
training could also be the supervisor afterwards. In practice, diffi- 
culties have arisen where this has been attempted. Supervision is not 
a popular activity, even with the supervisors themselves, for many of 
whom it simply means additional work and responsibility without 
reward or recognition, and without the training in management that 
they need. 

Thus, the question of incentives is as relevant for supervisors as 
it is for community health workers. Job satisfaction, moral support, 
and acceptance by the community are even greater incentives than 
economic reward. Hence, the importance of adequate social prepara- 
tion of the community and its leaders. 

It is important for community health workers to have clearly 
defined roles. In India, for example, they often have written descrip- 
tions of their roles and a code of ethics. Their main functions are 
likely to be preventive—for example, monitoring health conditions 
and services in their community; giving advice on nutrition, hygiene, 
and health care; and recording data. They may also have curative 
functions (besides the administration of basic first aid), but these 
need to be carefully chosen in the light of their own skills and the 
functions of others, including the professional health workers. 

In all the cities under review, volunteers have been nominated 
by community leaders, as in Jakarta and Manila, or elected by the 
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people as in Olongapo (Philippines), to facilitate effective com- 
munity participation in health activities. The following are typical 
steps in the selection and training of volunteer community health 
workers. 


EB Decide with the community on the criteria for selecting com- 
munity health workers. 


2. Select community health workers according to the agreed 
criteria. 


3. Train the selected workers in: 


(a) community organization; 

(6) health care; 

(c) effective sharing of knowledge and skills; 
(d) group discussion; and 

(e) leadership. 


4. Continue their development, using statistical and other data, 
their own knowledge, technical advice from professional health 
staff, and community views to redefine roles and targets. 


5. Carry out training of community health workers in the devel- 
opment of simple managerial skills on a continuing basis. 


Examples of community involvement 


Each of the cities under review has involved communities in 
preliminary survey work and has some type of ongoing health 
information system. However, two examples are particularly im- 
pressive. The information system in Manila, which is based on 
growth charts kept in homes and notebooks kept by volunteers, 
seems to have been very effective. The amount of information 
collected is kept to the minimum needed and is simple enough to 
permit analysis and use at the community level. The ‘“‘basic mini- 
mum needs’? community survey and information system, recently 
introduced in Bangkok, measures 33 indicators of overall devel- 
opment and compares these indicators with target levels. Thus, it not 
only provides a baseline of household and community information, 
but also identifies the specific households and sectors where improve- 
ments are needed. The health indicators employed include: preva- 
lence of malnutrition, immunization coverage, water and sani- 
tation facilities, acceptance of family planning, utilization of maternal 
and child health services, some morbidity indicators, and the num- 
ber of infants with low birth weight. These indicators are set in a 
much broader context of overall development (see Annex 1). 
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Most cities and countries seem to have introduced community- 
based growth monitoring through periodic weighing. In Thailand, 
weighings are performed every 3 months for normal children and 
more frequently for those suffering from malnutrition. In Indonesia 
and Mozambique combined growth monitoring, maternal and child 
health, and immunization services are provided on a monthly basis. 
Indonesia’s impressive “‘five tables’’ system (see Table 6) is based on 
a network of integrated community health posts. Monthly weighings 
are included in Manila’s primary health care programme. In the 
Philippines, growth monitoring is combined with nutrition educa- 
tion in most cases, and with supplementary feeding where there is 
second- and third-degree malnutrition. 


Table 6. Indonesia’s “five tables” system based on integrated community 
health posts 


Table Activity Done by: 
I registration volunteers 
I] weighing of under-fives volunteers 
III interpretation of growth chart volunteers 
health education volunteers 
IV distribution of contraceptives volunteers 


distribution of drugs (including vitamins, 
iron tablets, oral rehydration salts, etc.) | volunteers 


first aid/simple treatment volunteers 
Vv examination of pregnant women health centre 
immunization staff helped by 


the volunteers 
Special examinations of persons referred 
to health centres by the volunteers 


Support to enable communities to help 
themselves 


All the countries with effective arrangements for community 
health workers provide some type of health kit to volunteers, along 
with educational materials, growth charts, scales, and other minor 
equipment. Articles such as radios, bicycles, public address systems 
(Thailand), and uniforms (Manila) are also considered as incentives 
for health workers, whether paid or volunteers. Other incentives 
include free medical care in most countries, subsidized basic com- 
modities in the Philippines, and study tours to other communities or 
cities. 

Support through the media seems common: films are used 
widely in Mozambique, a volunteers’ newsletter in Thailand, and 
radio and television in the Philippines and Thailand. 
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Direct grants to communities for establishing certain kinds of 
activity are also an important form of support. Thailand provides 
grants as seed capital for the establishment of drug cooperatives, a 
revolving fund for the improvement of sanitation, and funds to 
improve nutrition. In Manila, seed money is provided (often by civic 
organizations such as Lions or Rotary Clubs) to establish a credit 
union/health insurance scheme and to carry out specific health 
activities. In Hong Kong, similarly, many of the mass health 
campaigns and small capital projects are funded by civic organiz- 
ations, as well as by professional associations and local government 
project grants. Communities in Indonesia are granted funds, on 
presidential instruction, for certain health-related activities, such as 
the improvement of sanitation and the construction of schools, 
markets, and health centres. In 11 Indonesian cities assisted by 
UNICEF, block grants are used for sanitation improvement, 
income-generating activities, the establishment of a system of com- 
munity-managed supplementary feeding, etc. 

Fig. 9 shows the other types ef support required as the 
community progresses from a state of dependence (A) to the level of 
self-help (B). In phase 1, support will be required for social analysis, 
as well as for community organization and the development of 


building up 


direct links 
A between 
developing seed community and 
dependence capability and capital agencies 
organizing 


multisectoral 
reinforcements 
social government and behavioural 
analysis recognition change WHO 89268 


the community 


Fig. 9. Organizational and other support for self-help 
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problem-solving capability. In phase 2, three particular types of 
support will be needed. Early in this phase, the appropriate commu- 
nity body (e.g., the Health Committee) will need to obtain recogni- 
tion by the government agency concerned. Then seed capital to 
initiate projects will be needed. Furthermore, support for activities 
at the individual, family, and community levels to help sustain a 
broad range of behavioural changes, leading to better health, will be 
required. Practical health education can be introduced on such 
subjects as the proper disposal of garbage, household cleanliness, or 
personal dental care. Rewards for good performance can be given 
community-wide publicity. 

Finally, in phase 3 (when the community is nearing its self-help 
level) it is important to provide support for the creation of direct 
links between the organized community and city agencies. Com- 
munity leaders must be encouraged to have direct contacts with key 
staff of the various agencies that are important for the community’s 
activities. The community organizer can facilitate such direct con- 
tacts at the outset by bringing agency staff to the community to meet 
its leaders, and by arranging for the leaders to visit the offices of 
agencies in the city. 

Support for team-building and motivational activities should 
be provided continuously from the beginning to the end of the 
process. Other types of support may be needed in all phases, in an ad 
hoc way or at particular times. 


Communities and financing 


It is a fundamental principle of primary health care that nobody 
should be denied care on account of poverty. In many of the 
countries represented at the Manila Consultation (59), though not in 
all, health care is free for those who cannot afford to pay. Often 
eligibility is on the basis of some form of assessment of income. 

The bulk of the money to pay for health care in poor neigh- 
bourhoods must come through reallocation of resources in the health 
system and elsewhere in public budgets. The cost is modest, the 
potential impact great, and the case for reallocation overwhelming. 
ee Nevertheless, poor communities should pay something—even 
if it rs only a token amount—for their health care, partly because the 
contribution of even a modest amount per head helps with the 
financing, and partly because it is a token of community ownership. 
The payment need not be in cash. There are, for example, a variety of 
ways in which community health volunteers can be rewarded or 
compensated by their neighbours. Equally, community labour can 
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help with sanitation and water supply projects, and even the building 
of health clinics. 

Income-generating schemes (as in Cebu and Manila in the 
Philippines, or Visakhapatnam in India) also have a very important 
contribution to make to primary health care and to community 
development. 

Legislation can be used to supplement public money, for 
example, by requiring local businesses to provide primary health 
care for their employees, and to contribute to neighbourhood 
schemes. Local fund-raising (for example, the ‘United Way” cam- 
paign in Baroda, India) and nongovernmental agencies can also help. 
It is important for communities to participate in the mobilization of 
funds—apart from what they pay themselves—and in decisions 
about their use. 

In conclusion, there is no doubt today about the importance of 
community participation in the formulation, design, and delivery of 
public services, including health care. Resource constraints, as well 
as the need to choose priorities and to complement what people can 
do for themselves, would alone require it. Services that people do not 
want or understand are unlikely to have much impact. But that is 
actually of secondary significance. What is really important is the 
principle that all communities, including the poorest, should 
develop primarily by making choices for themselves, with appro- 
priate advice. 
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Chapter 4 


Health and health-related 
development in urban areas 


Socioeconomic development and health 


The link between socioeconomic development and health is a 
close one. It has been demonstrated by, for example, McKeown in 
his well known analysis of mortality statistics for England and Wales 
from the years 1838-41 to the 1970s (76). Similar observations have 
been made by other people, including the McKinleys, using sta- 
tistics from the United States (77). McKeown’s work helps to clarify, 
among other things, the probable influences on health status of 
socioeconomic development and of conventional health service ac- 
tivities, respectively. One result is a strengthening of the case for 
multisectoral intervention, since so much of what affects health lies 
outside the scope of medical care, as conventionally defined. 


Intersectoral coordination in urban areas 


The profound effect on health of income and employment, 
water supply and sanitation, housing, literacy, and education makes 
it clear that, although intersectoral coordination often excites more 
talk than action, it does, in fact, hold the key to any sustained 
progress. 

To be effective, coordination of this sort must operate at several 
different levels: ministerial, municipal, district, and so on. Quite 
apart from the government, it is helpful to involve a variety of 
academic and national institutions, such as institutes of administra- 
tion, management, public health, or urban affairs, in multidiscipli- 
nary baseline studies, surveillance, evaluation, and comparisons 
between cities. It is also essential, particularly at the local level, to 
draw upon the efforts of nongovernmental agencies of all kinds, 
including those in the private sector. 

Convergent action by different programmes and sectors entails 
a considerable effort in terms of intra- and intersectoral linkages. 
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Action across intersectoral boundaries is seldom easy, and the best 
means of achieving it is largely open to debate. The point is not so 
much to contrast and argue over the rival merits of different 
theoretical models, but to decide for what purposes, or at which 
stage, a given model is appropriate, and when one should evolve 
naturally into another. It is primarily a matter of understanding how 
to mobilize the most appropriate resources to cope with a given 
problem (irrespective of disciplinary considerations, organizational 
location, or managerial responsibility) and how to coordinate them 
all, so that those who can make a useful contribution are involved, 
gaps are not left, the work is done reasonably efficiently, and the 
objectives are met. Often there is no perfect way, or perfection would 
take too long to negotiate. One has to make a start and later adjust the 
arrangements for intersectoral partnership in the light of experience. 

In the urban environment, the health-related problems of water 
and sanitation, housing, employment, and education absolutely 
require intersectoral action. The precise mechanisms to be used will, 
however, depend on the local, district, and city context and, there- 
fore, no single organizational structure is likely to have wide appli- 
cation. One important point is to identify health-related problems 
and supply information on their magnitude and causes. This infor- 
mation can then justify the call for support from other sectors and 
provide a basis for joint action. 

Among the points raised at the Manila Consultation (59) on the 
basis of national experience were: 


2 Intersectoral collaboration and-action must be based on needs 
identified at the local level, with community involvement. 


e  Intersectoral collaboration must develop through joint pro- 
grammes of action, among the agencies that are relevant in the 
particular case, aimed at solving specific community problems. 


e Positive attitudes and commitment on the part of health wor- 
kers and other personnel involved are crucial; without them, 
any intersectoral mechanism will be a sham. 


8 In many countries, the collaboration of nongovernmental or- 
ganizations needs to be emphasized at both the district level and 
the policy-making level. 


e While the motivation directing health workers to intersectoral 
collaboration is health, the community itself and the other 
agencies may have different priorities. This implies a degree of 
give-and-take, especially if action has to be paid for out of 
another agency’s budget. It also suggests that one should try to 
economize on the time input required from others. A reliable 
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system of interagency referral may well be more effective than 
requiring every agency to be represented at every meeting. 


e Acommon problem is a lack of vertical links between coordi- 
nating bodies at various levels. Vertical links would be stronger 
if one representative from each lower-level body was included 
in the coordinating body at the next higher level. 


e Another common problem is lack of good vertical links within 
the health system, for two-way referral and continued action. 


® Links with water, sanitation and other environmental improve- 
ment programmes are essential, but often difficult to achieve. 


Some examples may be cited. Since 1978, India has gone a long 
way towards providing basic physical amenities, such as low-cost 
pour-flush latrines with an on-the-spot disposal system, under 
environmental improvement schemes in many of its cities. The 
Kampung Improvement Programme in Jakarta, Surabaya, and other 
Indonesian cities has effectively provided such amenities to nearly all 
low-income areas. One reason for the programme’s effectiveness is 
. that action was taken directly by local authorities and involved 
specific links with community organizations. In Manila, on the other 
hand, physical improvements were initiated by the National Hous- 
ing Authority and appear to have been more limited in coverage and 
less closely linked to local authorities and community organizations. 

While generalizations are dangerous, it appears that cooperative 
bodies for intersectoral action are likely to work best when the 
community is the principal partner at the relevant level (neigh- 
bourhood, city, etc.) rather than any one agency; when their record is 
one of tangible achievements; and when they are sparing of people’s 
time. Whatever intersectoral mechanism is evolved for urban pri- 
mary health care, it is salutary to keep asking whether it works, why, 
and why not. Since the need for intersectoral action is inescapable, 
any coordinating mechanism that does not work has to be made to 
work or else replaced. 

The multiplicity of agencies involved, the many organizational, 
managerial, financial, and technical problems encountered, and the 
fact that agencies are primarily answerable to their respective 
governing bodies—all these make the integration of action difficult 
from the operational standpoint. Attempts are nevertheless being 
made to overcome this difficulty. The Delhi Administration, for 
example, in consultation with the Union Ministry of Health and 
Family Welfare and the Planning Commission, has defined the roles 
and responsibilities of individual agencies and is examining a pro- 
posal to establish an “‘apex’’ health authority (78). The Calcutta 
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Metropolitan Development Authority, established as a planning, 
coordinating, financing and supervising body, has evolved into an 
effective implementation agency, which has attempted to reverse 
decades of neglect and to encourage investment outside the “‘metro- 
core’ (79). It will now revert to its original function. Similar 
developments have taken place in Bombay and Madras (80). In 
Mexico City (47), the Secretaria de Salubridad y Asistencia (Health 
and Welfare Office) coordinates all health care organizations to avoid 
duplication of services, and real progress has been made in this 
direction. In Jakarta (47), coordination and guidance to ensure close 
links between delivery services in low-income urban districts is the 
responsibility of the Department of Home Affairs. In Kuala Lumpur 
(81), a special project has been set up by the Ministry of Federal 
Territory to coordinate the services of agencies within the city that 
wish to improve the quality of life among the urban poor; it also has 
direct responsibility for services in the fields of health and family 
planning, environmental improvement, and community and family 
development. 

Mention should also be made of the Metropolitan Manila 
Management Conference (82) (January 1981), which discussed and 
defined priorities, the financing of services, the allocation of re- 
sources within the city, and the fostering of interagency relationships 
in metropolitan management. The Conference proposed the estab- 
lishment of a form of metropolitan development authority, taking 
into consideration already existing models. The aim was to achieve a 
more careful use of resources; greater attention to low-income 
groups; improved cost recovery, while keeping prices affordable for 
the poor; and better training in urban management. 

Meetings bringing together representatives of several govern- 
ment agencies or ministries can have many positive outcomes, such 
as improved planning and coordination, innovative ideas, new 
sources of support, better use of scarce resources, and solutions for 
problems no agency can solve on its own. Intersectoral collaboration, 
however, is undeniably difficult and expensive. It is unlikely to be 
successful unless it focuses on goals of interest to all the parties. 

Organizations can be created to promote such collaboration. At 
country level, for example, a national health council can bring 
together senior officials for policy decisions, while a national health 
development network might call upon various institutions and their 
experts for technical advice on implementation. Regional and district 
development councils can oversee intersectoral collaboration among 
representatives of different agencies; intersectoral teams can work on 
regional problems; and integrated regional projects can provide 
multiple services. A similar approach can also be taken at city level. 
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It is also possible to make changes within ministries and 
municipalities to promote intersectoral collaboration, emphasizing it 
as a goal valued by leaders. Doing so in a serious way means 
redefining jobs accordingly, allocating funds for the purpose, and 
providing incentives for innovative joint ventures with other minis- 
tries. 
Obtaining adequate support from the higher echelons of the 
administratior. is likely to require special efforts to educate senior 
officials, to increase consultation at all levels and, above all, to 
establish well-defined policies for decentralization, collaboration, 
and implementation. . 

A strategy based on primary health care principles, and clear] 
articulated, ought to facilitate the allocation of resources, the del- 
egation of authority, and the creation of lines of communication and 
coordination across sectors, particularly at district and local levels. 

The importance of the educational component in preparing for 
effective intersectoral collaboration can hardly be exaggerated. It 
must be wide in scope and must operate at various levels, creating 
awareness at some, changing attitudes at others, and imparting skills 
in management and coordination to key personnel. In all cases it has 
to try to overcome resistance to change. Such an extensive pro- 
gramme should include workshops to provide an opportunity for 
those affected to discuss and understand the changes involved, their 
likely impact, and the benefits to be expected for each sector. Study 
tours and secondments to gain practical experience of intersectoral 
collaboration in other cities, even in other countries, would be useful 
in obtaining insights into the problems encountered and the ways in 
which they can be tackled. Visits can also illuminate important 
sectoral differences in attitudes, values, and expectations. 

Intersectoral action should be planned in such a way that the 
organizational aspects, sectoral roles and responsibilities, and areas 
and mechanisms of coordination are well defined , together with the 
parts that nongovernmental agencies are expected to play. Goals 
should be clearly stated, the anticipated benefits for each sector 
described, and provision made for the constant monitoring of 
progress and for regular evaluation by senior management, including 
politicians. 

The plan of action must be developed jointly by all the partners 
concerned, otherwise there will be serious difficulties sooner or later. 
Community participation and support, difficult enough to secure at 
any time, can hardly be expected if essential nongovernmental 
parties and influential individuals are excluded from the planning 


phase, and if no real opportunity is provided for them to express 
their views and describe their needs. 


116 


HEALTH AND HEALTH-RELATED DEVELOPMENT 
Oe 


When deciding on the composition and nature of teams for 
implementation, it is essential to ensure that adequate resources will 
be available, whether from the central or local government, from 
other agencies, or through community self-help. Similar provision 
has to be made for the coordination element of intersectoral action, 
and this form of recognition should prove a powerful incentive for 
those concerned. Other types of incentive, including rewards for 
successful implementation, may also be appropriate. As always, the 
quality of leadership is of critical importance, and criteria for 
selection should emphasize goal-orientation and communication 
skills. For all key posts there should be clear and well-accepted job 
descriptions, and those occupying them should have a sense of 
shared strategy. 

Lack of community support may be due to a number of factors: 
apathy, disillusion based on past experience, or simply lack of 
understanding of the purpose and intended benefits of the particular 
project or programme. Whatever the causes, a special and sustained 
effort will be needed to inform the community and to mobilize it into 
effective participation, whether through committees or through 
traditional social structures. The matching of grants to stimulate 
community-initiated intersectoral collaboration can also be helpful. 

The approaches outlined apply mainly to the formal aspects of 
intersectoral collaboration. However, success also depends on the 
attention paid to more complex and informal processes and relation- 
ships, including consultation, cross-sectoral dialogue, informal 
social contacts, and other forms of “‘negotiative communication” 
Those involved in intersectoral collaboration often do not have 
formal authority over one another and cannot solve problems by 
issuing direct orders. Negotiation and compromise are thus essential 
to the achievement of cooperative action. 


Intersectoral project for slum improvement 
in Bangladesh 


The urban population of Bangladesh in 1981 was 13 million, 
approximately 16% of the total population. While there is no 
official definition of ‘‘low income’, estimates of the low-income 
urban population range from 30% to 40% of the urban total, or 
from 4 to 5 million. The number of urban dwellers is increasing 
at the rate of 6.5%, more than twice the national growth rate. It 
is estimated that 70% of the urban growth is due to migration 


from rural areas. 
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Data on the health of people in the low-income groups are 
scarce. It is assumed that their major health problems are 
similar to those of the country in general, possibly with more 
malnutrition and diseases related to poor water and sanitation, 
e.g., diarrhoea. 


Government action in the urban areas concentrates on improv- 
ing water and sanitation. A UNICEF-assisted Slum Improve- 
ment Project includes a primary health care component. This 
pilot project which aims to provide basic services in the cities, 
started in the town of Mymensingh and will eventually be 
extended to 16 municipalities. The target population for the 
project consists of people belonging to households headed by 
women or households where the women and children earn 
their living by unskilled labour. They should reside in sub- 
standard (kacha) housing with household incomes of no more 
than 800 taka (US$ 27) per month. 


The training of community health workers will be a key element 
in the programme. The health staff of the different munici- 
palities, who at present do very little in the way of providing 
primary health care, will also be involved. The sanitary in- 
spectors will supervise the community health workers and will 
receive the same training, plus management training. The 
district civil surgeons (under the Ministry of Health) will provide 
technical assistance to the sanitary inspectors. It is hoped that 
this will encourage closer coordination between the Ministry of 
Health and the municipalities. 


The programme will rely on nongovernmental organizations 
for assistance in mobilizing communities. However, in urban 
areas in Bangladesh, very few nongovernmental organizations 
are working in primary health. The majority of nongovern- 
mental organizations in the cities and towns concentrate on 
family planning. The exceptions are the Aga Khan Foundation, 
Project CONCERN (USA), Save the Children (United Kingdom), 
and Terre des Hommes (Netherlands). Another major group 
working in urban primary health care consists of volunteers 
from a research institute dealing with diarrhoeal diseases. 


Noakhali became involved in the Slum Improvement Project in 
the summer of 1986. Previously, no primary health care was 
available in this city, which has a population of 100000. Even 
conventional health services were limited to one government 
hospital. There were no government health clinics, but two 
clinics were operated by nongovernmental organizations. 


En Cm 
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Eventually 2000 families will be involved in the programme. 
One tube-well for every 10 families and one Sanitary latrine for 
every household will be installed. Some drains, footpaths, and 
Street lights will also be provided through community action, as 
well as refuse bins and handcarts to Carry garbage. 


Ten per cent of the cost of the physical improvements will be 
recovered from (a) the beneficiaries (for tube-wells), (b) the 
landowners (for sanitary latrines), and (c) the municipalities 
(for drains, footpaths, street lights, refuse bins). This money 
will be used to set up a revolving loan fund for slum women. 


Women selected by the community to serve as community 
health workers will be trained locally by a nongovernmental 
organization. They will be accountable to a “subproject im- 
plementation committee” at the slum level. 


In each slum, the project will be implemented by groups with 
specific functions. At the slum level, management will be 
provided by the subproject implementation committee, com- 
posed of the leaders of the different groups. At the municipal 
level, a project implementation committee will coordinate and 
manage activities and provide multisectoral support. It will be 
chaired by the chairman (i.e., the highest elected official) of the 
municipality, and its members will include public health engi- 
neers (water), local government engineers (sanitation, drain- 
age, footpaths), power development officials (street lights), 
district civil surgeons (health), and others as needed. 


Prepared by Mr Fazla Elahi, Chairman Noakhali, Pouzashava, Dhaka, 
Bangladesh. 


Urban development 


Good urban development programmes already provide many of 
the basic ingredients of primary health care, but health authorities 
often do not take full advantage of the opportunities they offer. 

At city level, there are few examples, if any, of a systematic 
managerial process for tackling the problems of urban deprivation, 
or of a truly comprehensive city health plan. While there are short- 
and long-term plans that sometimes reach out to vulnerable groups, 
they seldom encompass all the relevant needs, resources, and acti- 
vities. Generally they provide for such conventional measures as 
creating additional medical facilities, or increasing ratios of health 
care personnel to population: it is rare for them to give appropriate 
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priority to the things that will actually make the biggest impact on 
health, such as water supply, sanitation, housing, and nutrition. 

There are differences of experience and opinion as regards the 
desirability of linking health projects closely to large-scale urban 
development programmes. The problem is that health tends to be 
relegated to a level of relative insignificance. Nevertheless the urban 
basic services programme in India and experience in Bogota provide 
successful examples of such linkages. Interestingly, the Kampung 
Improvement Programme in Indonesia did not by itself improve 
health status, despite dramatic improvements in sanitation and water 
supply. It required a supplementary programme, aimed specifically 
at promoting healthy behaviour, to reap the health benefits of 
investment in physical infrastructure. 

Of course, some urban development schemes may also have a 
negative effect on health, if they exacerbate overcrowding, increase 
immigration, or add to pollution, noise, and other health hazards. All 
too often, it is the poorest in the community who pay the highest 
price for such developments (for example, if they live beside high- 
risk industrial plants) even if others reap a benefit. 


Intersectoral coordination and community 
participation in the Philippines 


According to the 1980 census, 45% of the estimated 3.6 million 
urban households in the Philippines are in the low-income 
bracket (earning less than 2500 pesos (US$ 120) per month). 


A specific framework for the realignment of the health care 
delivery system in Manila has been adopted. Three major 
developmental strategies were utilized, namely: strengthening 
ot health services, intersectoral coordination, and research 
and development. 


Health manpower development was given priority through 
training programmes for health workers of all levels from 
policy-makers down to those at the grassroots. Management 
and technical workshops were held to provide the top-level 
Staff with skilis in problem-solving and supervision. Various 
categories of health worker underwent retraining and orien- 
tation in primary health care and community development. At 
the lowest level, barangay health volunteers were trained in 
leadership and health skills. Continuous training—and retrain- 
ing—is a guiding principle. 
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Coordination within the health sector between various pro- 
grammes, with other health agencies, and with government 
and private hospitals and medical practitioners has been 
developed to improve health care delivery. A two-way referral 
system has been established with government hospitals, 
whereby patients needing only primary medical care are 
treated at the health centres, while more complicated cases are 
referred by the health centres to the hospitals. 


Much importance is attached to the contributions of various 
governmental and private agencies to overall community 
health development, and appropriate intersectoral committees 
have been created at the city and district levels. The members 
include agencies concerned with water, housing, food, environ- 
mental sanitation, and subsistence, led by the Manila Health 
Department. 


Nongovernmental agencies, social and civic organizations, 
and religious groups have joined forces with the health centre 
staff and the community for the implementation of development 
projects. The Rotary Club of Manila provides financial support 
for cataract operations, feeding programmes, and ‘‘vertical 
gardens” (a form of backyard vegetable growing). The Union 
Church of Manila has donated medical equipment and drugs. 
Small loans are available for income-generating purposes 
from this religious group, as well as from Business for Social 
Progress, a Civic organization. 


A research and development component with a detailed health 
information system plays a vital part in strengthening the links 
between the health service system and the community. Experi- 
mental communities serve as models and the basis for the 
expansion of primary health care to other depressed communi- 
ties in Manila. 


Through the barangay network and a corps of barangay health 
volunteers, the residents are motivated to get involved in 
community-based projects and activities. This is an indication 
of the shift from the traditional paternalistic approach to one of 
partnership between people and both government and private 
sectors. One specific project demonstrating self-reliance is the 
Health Cooperative Scheme and Credit Union. For a fixed 
monthly contribution, families are assured that essential drugs 
will be available in case of illness. Small loans may be provided 
by the Credit Union to enable people to start small businesses 
to augment family income and help subsidize the insurance 


scheme. 
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of a couple of years, a private teacher-training institution called 
Columban College was able to give a successful demonstration 
of an alternative community-based approach to the implemen- 
tation of primary health care in an urban area. The project was 
started in 1983, and in 1985 was turned over to the municipality 
to facilitate the institutionalization of the approach with the 
local authority's development programme and to prepare for 
the eventual expansion of the project to other depressed 


communities. 


From the outset, the project team was aware that it could not 
respond on its own to the problems in the city; that eventually 
the municipality would have to take over the task of developing, 
strengthening and expanding basic services in urban low- 
income communities, with emphasis on strong community 
organization and community participation. 


From the conception of the project to its assessment, every 
effort was made to ensure that the heads of local government 
departments were somehow involved, or at least informed. If 
the project is to be expanded to cover a wider population, it is 
very important that the local authority should also be socially 
prepared. Some organizing is therefore necessary at the 
agency level as well as the community level. 


Despite the various problems encountered, or perhaps be- 
cause of them and the solutions chosen to deal with them, the 
City Health Officer could not fail to be impressed by the results 
of the project, particularly the quality of the trained voluntary 
workers and the community organization’s support for com- 
munity health care. 


In the beginning, the City Health Department participated by 
sharing personnel as motivators and by providing medical 
supplies and medicine. Soon, it requested UNICEF for assis- 
tance in retraining existing community health workers and in 
training additional ones in the rest of the barangays, using 
Columban College's training curriculum and the services of its 
Staff. When this training had been carried out in all the 
barangays in the city, the parties concerned began to discuss 
the possibility of expanding the project. Since the City Health 
Department had the requisite facilities, manpower, and mech- 
anisms for this, it was decided that Columban College should 
turn the project over to it! It took some breadth of mind on the 
part of the college to give up the control of the project (but not 
necessarily its participation in it), and on the part of the City 
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Health Department to accept the additional responsibilities 
involved. 


In another city in the Philippines, Cebu, the emphasis of the 
primary health care programme is on income-generating acti- 
vities. The object is to improve the socioeconomic condition of 
the people in order to improve their nutritional and health 
Status. As in Manila, the barangay health workers play acrucial 
role. They try to raise funds for the initial Outlay, which is often 
topped up by contributions from nongovernmental organiz- 
ations. Progress is slow but there are now projects ranging 
from the sale of barbecued pork, through duck-raising, to 
shelicraft. The main problem encountered is that the barangay 
health workers find it difficult to remain active in primary health 
care in view of their own low socioeconomic status and are 
often obliged to take paid occupations. 


Prepared by Dr E. Suva, City Health Officer, Manila Health Department, Dr A. L. 
Boholst, Medical Supervisor III, Cebu City Health Department, and Mr H. Ruiz, 
City Health Office, Olongapo City, Philippines. 


Employment, income, and nutrition 


Unemployment, underemployment, low income, and malnutri- 
tion march hand-in-hand with poor health, and attempts to improve 
the health of the urban poor are not likely to have any lasting effect 
unless they form part of an overall attack on poverty, involving the 
creation of jobs and promotion and support for income-generating 
activities. 

Malnutrition is associated with ill health and especially with 
communicable disease. Not only does it constitute a disease per se, 
but it interacts with other diseases and affects mortality rates (83). It 
has been observed in various cities that, in slums and squatter areas, 
energy intake is generally one-half to two-thirds the average for the 
city, vitamin A intake one-third to one-half the average, and anaemia 
twice as prevalent as it is in the rest of the city. Up to 50% of the 
children may show signs of malnutrition, 10% of them in a severe 
form (41). Observations from Abidjan (33), New Delhi (84, 85), 
Santiago (86), Sao Paulo (87), and various other cities are consistent 
with these estimates. More important, when the information has 
been disaggregated by socioeconomic group, it has been found that 
the availability of nutrients was lower for the urban than for the 
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WHO/Y. Pouliquen (17638) 


Up to 50% of children in slums and squatter settlements show signs of malnutrition 


corresponding rural groups (survey carried out by the National 
Nutrition Institute in Colombia, 1963-65), or that there were more 
severely malnourished children in low-income urban areas than in 
rural areas, as in San José (Costa Rica) (34), Guatemala City (36), 
and San Salvador (35). It is worth noting that neither the large intra- 
urban differences observed in the cities of Morocco, nor even the fact 
that conditions in that country’s urban slums are worse than those in 
its rural areas, would have been apparent if citywide averages had 
been used in the statistics (88). 

These findings concerning urban-rural differences are at vari- 
ance with what is generally believed. Some possible reasons can be 
mentioned (89). Although in South-East Asia and Latin America 
rural labourers largely depend on their landlords for food, 
many rural families, especially in Africa, own small pieces of land 
where they can grow part of their food or avail themselves of harvest 
surpluses; this is generally not possible for the poor in the over- 
crowded cities. On the contrary, in the cities, although cash wages 
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are higher, so too are costs, with the result that food itself is more 
expensive and the poor have a smaller proportion of their income 
available for it. The observations in Moroccan cities, mentioned 
above, provide a good example of the fallacy of assuming the same 
relationship between food availability and income when environ- 
mental and social conditions are very different. Furthermore, in the 
highly competitive conditions of the city, women are often forced to 
work in full- or part-time jobs (generally in the informal sector) to 
complement the family income, or as the only family support. Under 
such circumstances they generally have less time to prepare food. As 
a result they may resort to early weaning, leave their infants in the 
care of young children unable to prepare weaning foods properly, 
have to dilute and eke out a limited milk supply, fall an easy prey to 
advertising (90), or become victims of various combinations of these 
possibilities. 

Supplementation of family income is directly linked with 
problems of food and nutrition. Thus, it is an important non-health 
component of suburban primary health care programmes. The type 
of income-generating activity employed will vary according to local 
market conditions and the available materials and skills. Income- 
generating projects have to be labour-intensive and learning- 
intensive, if they are to be sustained for any length of time. Other- 
wise, they will become ‘“‘hand-outs”’ and fail in the end. They are 
most likely to succeed if they are on a small scale, as in the case of 
cottage industries or one-man businesses, since these are relatively 
cheap to establish, require little coordination, and yield a direct 
return to the individuals involved. 

It is inadvisable for health staff to serve as direct promoters of 
income-generating activities without (at the least) careful selection 
and appropriate training. These are business enterprises, and the 
knowledge and skills required are totally different from those 
required for health care. 

There are some imaginative and encouraging examples of 
income-generating activities as part of broad programmes to allevi- 
ate poverty, in Bangkok, in Manila and Cebu (Philippines), and in 
many Indian cities. In Manila, the Health Department has worked 
closely with the Department of Social Welfare. Training for women 
and young people has been provided in occupations with a market 
demand, such as carpentry, dressmaking, and building, the choice 
being up to the individuals concerned. A range of 21 such activities 
in Cebu included duck-raising, the making of peanut butter, and the 
establishment of local general stores (sari-sari stores). In Bangkok, 
income-generating schemes are promoted by the health authorities 
in collaboration with the Social Welfare Department, on much the 
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same lines as in Manila. Sometimes income-generating activities 
form a natural adjunct to other health care activities, for example, 
growing herbs, preparing herbal remedies, and packaging or re- 
tailing healthy foods. 

Also in Manila, civic groups and other government agencies 
were persuaded to lend families the capital for such undertakings as 
paper-bag manufacture, sari-sari stores, and “‘rolling”’ stores (selling 
goods to motorists and passengers temporarily held up in traffic 
jams). 


Low-income housing 


In a recent review, Yeh (g1) describes experience in 6 cities 
(Bangkok, Hong Kong, Jakarta, Kuala Lumpur, Manila, and 
Singapore) and draws the conclusion that it is unrealistic for the 
large countries of South-East Asia to expect to solve their housing 
problems in the present decade, given the rate of urban population 
growth and the rapid increase in slum and squatter areas. 

Many so-called low-income housing projects have resulted in 
the displacement of the urban poor and their replacement by 
relatively well-off families. Thus, the poor remain badly housed and 
may even become poorer. It is essential to reduce requirements for 
housing standards to realistic levels and to provide affordable 
housing units that can be gradually improved. In Nairobi, for 
example, a nongovernmental organization helped slum dwellers to 
build their own houses at a fraction of the cost of a major govern- 
mental and international scheme nearby. Leaving aside the obvious 
advantages of lower costs, there is no proof that, once certain 
minimum requirements are fulfilled (92), more expensive housing 
will necessarily produce better health. 

Hong Kong and Singapore are special cases, but have met 50° 
and 75%, respectively, of their requirements with public housing, its 
provision at affordable cost being only part of an overall programme 
of social development, which includes education, health, and the 
expansion of employment. It seems probable that the secret of their 
success lies in their comprehensive approach and the changes in 
political thinking, legislation, administration, and resource allo- 
cation that this has entailed. Without such an approach it is unlikely 
that other cities can make significant progress in this field. 

Well-planned, low-cost housing schemes improve the health of 
the community, not so much because of better accommodation but 
because of the amenities and facilities that go with them—water 
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supply, sanitation, access to employment, and education. Money can 
be raised from officially sponsored low-cost housing schemes to 
pay for health care, through small additions to rents or loan repay- 
ments, even when direct charges for health care are not judged accept- 
able. 

In the past, some ill-conceived slum upgrading and slum 
clearance programmes have left the poor in a worse state than before. 
Forced movement to a different site means social disruption, and 
often greater distances from work and higher transport costs. High 
rent, even for much better housing, means less money for food. 

That is not to deny the contribution that housing can make, 
since shelter, clean water, and sanitation are fundamental to health. 
But it is an argument for simple, inexpensive solutions in housing, as 
in primary health care. The link between the two is very clear. A 
good example is the Million Houses Programme in Sri Lanka, the 
chairman of which is the coordinator at national level of the Urban 
Basic Services Programme, based on the primary health care ap- 
proach. Another example is Maputo City (Mozambique), which is 
organizing the urbanization of new neighbourhoods where people 
with the lowest incomes can build their own homes. Because water 
supply and low-cost sanitation are an integral part of this pro- 
gramme, these new neighbourhoods are actually healthier than many 
older ones, even though the people in the latter may have higher 
incomes. 

The process of improving environmental health conditions 
requires guidelines and methods that can be adapted and used. A 
recent WHO publication (93) recommended methods for the pro- 
motional, survey, planning, implementation, monitoring, and evalu- 
ation phases of this process. 


Legislation and legalization 


Appropriate legislation promotes and protects the health of the 
population. However, the enforcement of outdated laws and stan- 
dards that are no longer appropriate can only limit progress or have a 
deleterious effect on the health of a community. Thus, adherence to 
zoning laws and building standards adopted many years ago may 
exclude the poor from living near the industrial, commercial, or 
high-income residential areas where work may be found. Similarly, 
building codes designed for a more affluent age put legally acceptable 
construction beyond the reach of the poorer sections of the popu- 
lation. Such laws and regulations need to be revised to respond to 


today’s realities. 
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Legalization of tenure is a fundamental issue for the millions 
who live in squatters’ settlements. Without legal status, these people, 
already among the poorest, may often be denied the social benefits to 
which they might otherwise be entitled. Moreover, it is obvious, in 
cities such as Guayaquil or Manila, that dramatic improvements 
often begin the moment people achieve some security of tenure. 
India, the Philippines, and Thailand provide relevant examples of 
urban land reform. In India, for example, state governments have 
passed slum improvement acts under which land is acquired for the 
poor with government funds, and title deeds are then distributed 
free. 

It is not difficult to see that, where migration into the cities is 
continuing, landlords and enforcers of regulations are constantly 
faced with unmanageable problems. People may well settle in places 
where they are in real physical danger (from high-tension wires, for 
example, or in flood zones) or where they create a nuisance. There 
are no easy answers to these problems. But measures to allow those in 
desperate need to find shelter must be an essential priority. To the 
extent that the enforcement of rules, zoning regulations, etc. is 
necessary, Communities in poor neighbourhoods may themselves be 
the most effective enforcers, if they understand why the rules are 
required. At all events, regulations will continually be flouted in 
most countries, if enforcement depends solely on external force. 

Another need is for legal aid (provided, for example, in India 
under a special budget) to assist the urban poor in defending 
themselves and upholding their legal rights as citizens. The poor 
often become vicitims of law enforcement agencies, without ad- 
equate defence even when their case is good. 


Water supply and sanitation 


Nobody should underestimate the influence of water supply 
and sanitation on health. Arguably they are, along with nutrition, the 
most important factors involved, having a greater impact than any 
activity of the health services proper. 

The lack of safe water and of appropriate sanitation is one of the 
leading causes of morbidity ahd mortality in developing countries, 
contributing every year to some 4—5 million deaths of infants and 
young children from diarrhoea (94). 

The following table summarizes the changes in coverage by 
urban water supply and sanitation services:\between 1975 and 1985 
(95). 
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Year 


- 1975 1980 198 
Urban water supply 4 aS 


no. of countries reporting 76 81 89 
total population (millions) 502 593 927 
coverage (millions/percentage of total 

population) 372/74 431/73 543/75 
Urban sanitation 

no. of countries reporting 60 78 77 
total population (millions) 376 59I 683 
coverage (millions/percentage of total 

population) 192/5I 292/49 401/59 


While these figures show some improvements in coverage, they 
also show that large numbers of people remain unserved. In most 
cases these are the poorest, and therefore most vulnerable, sections of 
the urban communities concerned. 

In Juba (Sudan), for example, there was a cholera outbreak in 
1979. It was mainly the poor who were affected, because they took 
their drinking-water from a contaminated river. Bore-wells were 
sunk after that, but were not maintained, because people objected to 
the high salt content of the water and started using the river again, 
not recognizing the risks. Water tankers were developed as yet 
another solution, which seems to be working, but at the high price of 
1.25 Sudanese pounds per drum. 

In view of the scale of the problems that are still outstanding in 
the areas of water supply and sanitation, and the lack of resources to 
pay for conventional capital-intensive schemes, emphasis has to be 
placed (as with housing) on low-cost, appropriate options and 
community participation. Fortunately, encouraging examples exist 
in Bangkok, Colombo, Karachi, and elsewhere. In Colombo, a slum 
population of 40000 installed community latrines (one for every 5 
families) over a period of two years. 


In Karachi, in the Orangi project, a school of architecture, a 
nongovernmental organization, and local communities col- 
laborated to produce (through free local labour) an effective 
low-cost water supply and sewerage system. The communities 
participated in the planning, and the architectural students did 


the technical designs as part of their course. In India, a 
voluntary organization called Sulabh International has built 
several public latrines in collaboration with the municipal 
authority concerned and maintains them on a “'‘pay-for-use” 


principle. 
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In rural areas the need for water supplies is greater than the 
need for improved sanitation: in urban areas, because of lack of space 
and high population densities, both are fundamentally important. 
However, governments and landlords are often reluctant to invest in 
areas that they consider to be illegally occupied and that are likely to 
be cleared. The situation is aggravated by the tendency to consider 
only high-cost conventional solutions to the problems of the slums, 
and to reject alternative, decentralized methods that cost less but that 
may be effective, provided that they have the support of the residents 
and the physical measures applied are accompanied by behavioural 
changes. 

The people themselves may exacerbate the problem. Their 
view of priorities is naturally influenced by the immediacy of their 
needs and the visibility of the results. For a mother with a sick child, 
for example, medical treatment and the money to pay for it are what 
really counts at that moment. Or people may be unconcerned with 
the need for regular maintenance and adopt the attitude that “‘it’s the 
government’s job to collect the garbage’’ (96). Worse, they may make 
illegal water connections and, in doing so, contribute to the deterio- 
ration of the supply, complete with leakage, waste, and contami- 
nation. These problems can be dealt with only by adopting an 
approach based on community participation. 

Population density is obviously relevant, not only in terms of 
numbers of people to be served, but because it influences the choice 
of systems. Densities are often extremely high: in the old city of 
Kabul in 1975, the housing situation of 37° of the 541 000 inhabi- 
tants was such that more than two families had to live in one unit, and 
two or three persons in one room. In Old Delhi there are as many as 
270 000 people per km? (97). In the medina of Casablanca the average 
density is 70 000 per km? (10 times more than in the city’s well-to-do 
residential areas), In the three towns of Ghana that have more than 
50000 people, 35°, of the population live at least 20 to a house. 
Three-quarters of Bombay’s families live in one room or share a 
room with another family (98). This type of situation clearly 
demands that more attention be paid to the adequate provision of 
water and sanitation. 

The availability of a piped system for drinking-water does not 
by itself ensure the supply expected: relative scarcity of water in 
relation to the numbers to be served, low pressure, and intermittent 
delivery may make for a very unsatisfactory service. Several sources 
of supply are generally available. For example, a report published in 
1972 (99) stated that, in the Klong Toey settlement of Bangkok, 
which had a population of 30000, 55% of the dwelling units 
depended on water purchased from vendors: 30°, of them were 
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a prerequisite for good health 


A safe water supply is 
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served by running water supplied from the city main to a neigh- 
bouring house; 3% by house connections to the city main; 10% by 
running water from a nearby tap; and 1% by rainwater. Ina Seoul 
squatter settlement, water may be available from public taps only in 
the middle of the night, when demand is low in the more privileged 
sections of the city (100). 

Likewise, a variety of means are used to dispose of human 
wastes. The most common are: defecation trenches (not practical in 
most cities owing to limited space); ‘‘wrap and carry” (where there 
are places for dumping close by); bucket and overhung latrines above 
tidal flats, weirs, canals, or beaches (but serious problems arise where 
water is stagnant or is used for domestic purposes); and wet and dry 
pit-latrines (quite common but difficult to maintain and highly 
contaminating). 

Equally inadequate are the methods of garbage disposal. To 
qualify theoretically for having one’s refuse collected by the munici- 
pal service, as in long-established slums, does not guarantee its 
removal: in that case, the alternative is to dump it in the street. Many 
squatter settlements are built near, or on, garbage dumps. In several 
cities a large informal industry has developed, known in Japanese as 
the “‘regenerated resources industry’’, which consists of gleaning, 
dealing in, and processing the contents of the dumps. Children are 
often the ones who pick over the garbage. The health risks involved 
in this activity are obvious. 

Governments and international organizations taking part in the 
improvement of water supply and sanitation systems have usually 
given priority to rural projects, because the majority of people in 
most developing countries still.live in rural areas and because this 
may help to slow down rural-urban migration. However, it is now 
evident that the situation of those living in slums and shanty towns 
calls for urgent attention. Here, epidemiological and technical, as 
well as humanitarian, considerations point to the provision of water 
and sanitation as not only the single most important line of action, 
but one that will give lasting results. Measures in respect of land 
ownership, as well as better housing and attacks on specific diseases 
(e.g., synchronized deworming and vector control), could extend 
and consolidate the benefits. One-third of the 1979 investment of the 
World Bank in water and sanitation was devoted to relieving urban 
poverty, using the ‘“‘site-and-service”’ or ‘““slum-upgrading”’ ap- 
proaches. Unfortunately, new investments of this kind often cannot 
keep pace with a rapidly deteriorating situation; and sometimes 
speculation and manipulation may prevent the intended beneficiaries 
from actually benefiting (707). 
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With an anticipated urban population of some 2000 million in 
the developing regions of the world by the year 2000, it is clear that 
the International Drinking Water Supply and Sanitation Decade’s 
target of world coverage by 1990 will not be achieved. Moreover, as 
the term “‘sanitation”’ is generally not taken to include disposal of 
sohd wastes and sullage, as far as the Decade is concerned, a net 
deterioration in sanitation is a possibility. 

The developing world is littered with broken-down or badly 
functioning water and sanitation facilities (102). Quite apart from the 
wasted investment they represent and their danger to the population, 
these defective systems traditionally have had a strong demotivating 
effect and discourage future investment. However, the reorientation 
of projects to incorporate the community partnership approach is 
now gaining momentum. 

The rehabilitation of water supply systems is an urgent need. In 
the Americas, for example, it has been estimated that control of leaks 
alone could provide enough extra water to meet the additional needs 
created by the growth in population expected during the Decade. 

In most cases, new investment to provide substitute services 
turns out to be considerably more expensive than rehabilitation, and 
the problem of poor operation and maintenance remains unresolved. 
Rehabilitation is now generally recognized as the first option to be 
considered. Yet new construction is still often favoured, both in 
development plans and, in many cases, by financing institutions or 
bilateral aid agencies. 

The recommended emphasis on rehabilitation and on correc- 
ting operational and maintenance deficiencies implies a change of 
direction, not only by water agencies and government departments 
in the developing countries but, equally, by those providing outside 
support, either financial or technical. In this context, the Inter- 
national Drinking Water Supply and Sanitation Decade advocates 
the following policy: “‘In urban areas, developing countries, with the 
aid of external support agencies where required, should establish a 
cost-recovery strategy based on the criteria of: making drinking water 
and sanitation accessible to all segments of the population; ensuring 
the gradual financial autonomy of the water supply and sanitation 
agency; and discouraging the waste of water. Full cost recovery 
(operation and maintenance, depreciation of equipment, and debt 
servicing) is a long-term objective, to be reached preferably by cross- 
subsidizing tariffs. No single group of the population should be 
privileged by external subsidies (e.g. for household or yard con- 
nections) while other groups in the project area have no access to any 


reliable water supply” (103). 
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The appalling litter and decay of a community for which nobody cares 


Literacy and education 


Education is decisive in improving health and reducing mor- 
tality; this applies especially to a number of the developing countries 
(104). Even a few years of schooling make a vital difference to the 
individual’s capacity to handle situations. Poor countries that have 
given priority to investment in education have reduced their mor- 
tality rates far below those of countries with much higher per capita 
incomes but less educated populations. 

Wide differentials in child survival are closely related to the 
differences in the educational level of the mothers. Child mortality 
declines as maternal education increases. Even in towns with ade- 
quate health facilities, infant mortality rates remain high in families 
where the mother is illiterate. There is also a close correlation 


between the educational level of women and their acceptance of 
family planning. 
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Where the level of female literacy is low, educational strategy 
should give priority to achieving universal primary education. At the 
same time, the existing problem of illiteracy among adult females has 
to be dealt with by imparting functional literacy and by non-formal 
education, including knowledge about health. 

Action by women constitutes one of the most vital forces for 
health around the world. In China, for example, the Women’s 
Federation oversees day-care centres and literacy campaigns, and 
makes monthly visits to young children. While Chinese women do 
this as a regular, understood duty, there is nevertheless an urgent 
need to improve their managerial skills at different levels so that their 
action may be even more effective. 

The education of women in low-income groups helps them to 
understand the benefits of breast-feeding, of a balanced uncontami- 
nated diet for their children, and of personal hygiene. It is associated 
with lower fertility levels (105) and increases the efficiency of family 
planning programmes. Of particular value also is the concept of 
“basic education”’ (106) which differs from conventional primary 
education in the sense that it attempts to satisfy the minimum needs 
of specifically identified groups—not only children but also 
young people, men and women, and selected rural and urban 
groups. 

School feeding programmes are not only an incentive to the 
enrolment of children in schools but also a means to better health, 
regular attendance, and the ability and motivation to learn (107). 

Teachers and schools can play a very useful role in health. The 
“little doctor’? programme in Indonesia effectively mobilizes the 
nation’s children to understand their own health and to influence 
their parents. Several cities around the world have school-based 
health programmes. Seventh- and eighth-grade Colombian stu- 
dents, in preparation for their work in the ninth grade, receive 
practical training in maternal and child health in two or three 
families each. 

Schools and schoolteachers thus represent a potential health 
resource, the value of which is often not realized and remains 
unexplored. Schools are a meeting-place for the community, the 
teachers are better educated than the majority of the local popu- 
lation, and schoolchildren (and, through them, their parents) are a 
captive audience in the most receptive and impressionable years of 
their lives. The years spent in school can do.much to determine the 
future health of the community. The closest collaboration should 
therefore be maintained between health and education authorities 
and workers, from the governmental and administrative levels right 


down to the neighbourhood schools. 
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To plan a community health programme without involving 
schools and their teachers is to invite failure. With a little training, 
teachers can monitor the health of the children in their charge, refer 
them to the health centre when necessary, supervise feeding pro- 
grammes, assist in immunization programmes, treat trachoma and 
iron-deficiency anaemia, take part in programmes for helminthiasis 
control, and ensure that health promotion and disease prevention are 
well and imaginatively taught in the schools. 

An important step is for health authorities to help the Ministry 
of Education to introduce an appropriate health education compo- 
nent at all stages of primary and secondary education, and to ensure 
that teachers receive a thorough preparation for work in this area at 
their training colleges. 


The situation in Addis Ababa 


Urban primary health care in Ethiopia follows national policy in 
this field. Individuals with a monthly income of less than US$ 25 
per month are eligible for free health care. Separate health 
data are not available for low-income urban populations, but in 
urban areas as a whole 27-40% of children weigh less than 
80% of the Harvard standard weight-for-age. 


Addis Ababa, a city with 1.5 million people, is socially and 
politically organized into 284 kebeles (urban dwellers’ associ- 
ations) grouped so as to form 25 “‘higher’’ kebeles. 


On the basis of this infrastructure, urban primary health care 
was launched in 1984. The training of community health agents 
for 3 months was conducted at the Addis Ababa regional health 
department. To assist these agents in data collection and other 
activities, another group of volunteers called ‘‘animators’’ was 
also trained. There are 276 of the former, and 1139 of the latter. 
In addition, there are also 153 traditional birth attendants. 
Only the community health agents are paid; as municipal 
employees, they have other duties and responsibilities. In 
every kebele (usually about 3000-4000 people), there is a 
health committee which facilitates coordination between sec- 


tors. Current emphasis in the programme is on immunization 
and health education. 


The primary health care programme in Addis Ababa is a good 
example of different institutions working together—in this case 
the Ministry of Health (which covers all health institutions), the 
municipality (which is responsible for the kebeles), and UNICEF 
(which provides material and financial support). 
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The local nongovernmental organizations in the city have 
shown a great deal of initiative in establishing health pro- 
grammes in certain kebe/es. These include the provision of 
Safe water supplies, the establishment of kitchen gardens, and 
the development of income-generating schemes. 


Community involvement in all these undertakings is facilitated 
by the existing political structure of the kebeles, which include 
youth and women’s associations. 


Perceived obstacles to the progress of urban primary health 
care are: shortage of safe water; poor housing; shortage of 
funds; insufficient support for community health workers: and 
poor supervision of community health workers. 

Prepared by Mr Duguma Alenayhu, Regional Community Health Agent Co- 


ordinator, Addis Ababa, and Mr H. Wubneh, Primary Health Care Coordinator, 
Ministry of Health, Addis Ababa, Ethiopia. 


Multisectoral projects with a health component 


The appeal and feasibility of the multisectoral approach, and 
the confidence that it commands at the community level, are 
demonstrated by the number, variety, and continuing proliferation 
of projects employing it. In both rural and urban districts, an 
attempt must be made to look at health problems without the 
distorting effect of disciplinary or sectoral considerations, on the 
basis of their true determinants, their relative importance, and their 
chronological relationship. Indeed it was from relatively recent 
initiatives along these lines that the primary health care concept and 
strategy evolved. 

In the case of urban populations in general and of the urban 
poor in particular, social, environmental, and economic conditions, 
individual and community behaviour, health status, and general 
well-being are so closely and intricately linked that no lasting 
solution to the prevailing problems can be envisaged that does not 
give due weight to all the relevant elements in proportion to their 
importance. 

On the basis of surveys carried out in 1977 in Addis Ababa, in 
which the local university took part, an urban upgrading programme 
was initiated, the main emphasis being on mothers and children in 
the most deprived kebeles. Forty per cent of the urban population of 
Ethiopia lives in Addis Ababa, and 80-90% of the city’s population 
is below the poverty line, living in crowded low-grade settlements 
without essential services. The programme includes supplementary 
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feeding, promotion of child and day-care centres, training of day- 
care instructors, development of small-scale poultry farming and 
market-gardening, and integrated slum rehabilitation. Several 
national and international organizations have taken part, their acti- 
vities being coordinated by the Ministry of Labour and Social 
Affairs. Women’s organizations play a fundamental role. Progress 1s 
being made in spite of such constraints as a shortage of manpower, 
equipment, educational material, and finance, and a steep rise in 
prices after 1978. 

Hyderabad, one of 14 cities in which the Indian Government 
has undertaken experimental urban community projects after decid- 
ing in 1966 to shift from “‘slum eradication” to “‘slum improvement”’ 
(108), has experienced a rapid increase in population. It is now the 
fifth largest city in India with an estimated 2.5 million inhabitants, of 
whom 500000 live in slums. The project is comprehensive and. 
includes: environmental sanitation, the construction of “‘self-help”’ 
houses and of an improved water supply system, family welfare, 
immunization, health and first-aid classes, family planning, cooking 
and home-marketing demonstrations, supplementary feeding, spe- 
cial nutrition and midday-meal programmes, recreational and cul- 
tural activities and youth programmes, créches, primary and night 
schools, vocational training, and economic support through bank 
loans and activities such as sewing cooperatives. Special emphasis is 
placed on the participation of women, on ways in which they can 
supplement the family income, and on their inclusion in the project 
staff. In spite of the usual problems regarding management and the 
scarcity of manpower, the project is expanding and is being repli- 
cated in other States. 

The Sang Kancil’ project was started in 1979 in Kuala Lumpur 
to meet the numerous health problems of the large squatter popu- 
lation, which had risen dramatically during the previous 10 years 
(109, 110). A 1978 census of the squatters recorded 48 709 house- 
holds distributed among 148 squatter settlements and containing a 
population of at least 234 000, out of a total of about one million for 
the city as a whole. A consultative seminar in 1978 concluded that 
there was a high risk of communicable diseases in the squatter 
communities, where less than 30% of the children had been immu- 
nized and there was a high prevalence of worm infestations; that the 
care of poor children should be closely linked to that of their 
mothers; that emotional problems, truancy, and drug addiction were 
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Named after the clever mouse-deer (chevrotain), which is a character in 
popular children’s stories in Malaysia. 
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extremely frequent among schoolchildren; and that a high propor- 
tion of working mothers had to leave their children with neighbours, 
with other children, or on their own. After extensive consultation, 
the Sang Kancil project opted to focus on preschool education, 
maternal and child care, and income-generating activities. Commu- 
nity centres were constructed in two areas with the intention of 
having 20 such centres by 1985. Two kinds of personnel have been 
trained: the nurse-practitioner, and the community preschool 
teacher. Income-generating activities were the most difficult to 
develop, but were considered a very important component of the 
project, because of the relationship between income and health. A 
first step was the establishment of a “‘mini-factory’”’ where women 
from squatter settlements learned needlecraft, tailoring, and the 
manufacture of batik garments and soft toys, thus being able to 
increase their income by 25%. 

A project in the poor areas (called ‘‘young towns’’) of the 
southern zone of Metropolitan Lima was initiated in 1978 to cover 45 
neighbourhoods with a total population of about §50 000 (117). Its 
objective is integrated health care for the child and the family at the 
primary level, through coordinated action by services, institutions, 
and organized communities. The conditions in which the people of 
the “‘young towns”’ live are harsh, being characterized by under- 
employment, malnutrition, occupational difficulties, little access to 
basic services, and so on. Fifty-four per cent of the population have 
no stable employment, and almost 60% are unable to obtain more 
than 80% of their caloric needs. Infant mortality is high, and medical 
services are inadequate. Almost 6000 tons of garbage are dumped 
each month on the periphery of the settlements. Only 7% of the 
population have a domestic piped-water supply and sewerage servi- 
ces. The situation of the women is particularly bad, largely because 
of the traditional attitude that they should not study or work outside 
the home. Because of the size of the settlements and the high 
proportion of the total metropolitan population living there, these 
socioeconomic and physical conditions represent a major policy issue 
for the country and government. The project activities comprise: 
mother and child care, including nutrition and oral health; water 
supply and environmental sanitation; early mental stimulation and 
non-formal initial education of children; basic education and train- 
ing of women in dressmaking, shoemaking, food processing, car- 
pentry, and other skills; and the training of block monitors, health 
promoters, and midwives. The project 1s based on a thorough 
analysis of conditions and relies on local community organizations. 
Initially it covered 46 “‘young towns”’, and it 1s being expanded to 


other areas. 
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Rocinha, one of the largest, but not one of the worst, favelas of 
Rio de Janeiro, is rather heterogeneous, with some semi-legalized 
areas and, especially on the steep slopes, areas where the population 
lives under very precarious conditions of extreme indigence (77). 
The most striking feature is the accumulation of human wastes and 
garbage, with all the likely consequences in terms of disease, and 
insect and rodent infestation. There is a history of community 
organization, some local services being supported by community 
groups. The components of the programme include water supply 
and sanitation, informal education, community schools, day care, 
and primary health care. Progress is being made in all of them. A 
notable degree of community participation has been achieved, and 
the programme has demonstrated that community resources and 
public support can produce favourable results. The work is being 
extended to other favelas, using the methodology developed in 
Rocinha. 

Other examples are available from the Mathare Valley (Kenya), 
Rosso (Mauritania), Maxquene (Mozambique), and various districts 
in Dakar, Dar-es-Salaam, and elsewhere. 

Projects of the type described play an important part in 
changing attitudes and priorities, provided that a number of specific 
requirements are met. Thus, they must be planned with a long-term 
perspective (e.g., a 10-year horizon). There has to be considerable 
initial investment of staff, time, and skills to bring them to the point 
of take-off. There must also be real involvement of the communities 
served, which must understand and support the project. Political 
leaders must be able to assess for themselves the nature and impact of 
the projects. Finally, the introduction of primary health care through 
such projects should, from the beginning, be regarded as the first 
step in a strategy for large-scale action to extend health care to all 
those previously neglected in this respect. 
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Towards universal coverage 


Health for all: responsibility of all 


Health as a shared responsibility of all individuals, communi- 
ties, sectors, and organizations is one of the most innovative concepts 
of the World Health Organization’s health for all strategy. In slums 
and shanty towns, the extremely poor social and environmental 
conditions and the unhealthy behaviour of the people have a 
dominant and destructive influence on health. Improvement calls for 
the combined efforts of a variety of government agencies, and 
community action has an important part to play. Much remains to be 
done to remove the constraining effects of sectoral boundaries and 
bureaucratic compartmentalization, and to develop and implement - 
properly targeted multisectoral action. But encouraging initiatives 
already exist, and there is no reason to think that such initiatives will 
not become more common in the future. For example, with the 
support of organizations like the World Bank, a substantial invest- 
ment of national and international resources has already been made 
in multisectoral projects to improve environmental conditions in 
slums and shanty towns. Even if health is not an explicit goal in many 
of these projects, they will have favourable effects on health. In fact, 
some of them offer scope for the incorporation of a health component 
or for monitoring effects on health. In other cities various health 
programmes have been established on the initiative of the commu- 
nity, with government agencies and other organizations becoming 
partners, rather than the other way round. Most of these pro- 
grammes are based on a multisectoral pattern of interventions. All 
this indicates that community involvement is useful and, on a long- 
term basis, may be the only viable approach. Likewise, intersectoral 
coordination, which is often so difficult and ineffective at higher 
levels, is natural and realistic at the community level. 

The primary health care approach to health for all has been 
endorsed at the international level by practically all the countries of 
the world. The strategy requires priority action in favour of deprived 
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populations, be they rural or urban. At country level, however, its 
translation into concrete action is conditioned by national realities. 
Understanding of the concepts on which the Declaration of Alma- 
Ata is based is not widespread, even among members of the health 
care professions. Despite all the efforts made, the reorientation of 
national health systems and the redistribution of resources in line 
with these concepts are still far from being achieved (112). An 
enormous effort is still required to educate the public and to train 
medical and other health personnel. 

In most cities, health facilities and services are inequitably 
distributed, oriented primarily to dealing with established disease 
rather than prevention, too expensive and, perhaps, unnecessarily 
sophisticated. There are nevertheless some notable examples of 
cities where action has been taken to increase the utilization of 
peripheral health units, redistribute the patient workload within the 
city more efficiently, and improve referral. Through various forms of 
health education and an intelligent use of mass media, awareness of 
disease causation has been improved, self-help has been stimulated, 
and healthy behaviour promoted. The reactionary attitude of tra-. 
ditional health services is being changed through the promotion of 
neighbourhood health teams and programmes, and the training and 
deployment of an increasing number of community health workers. 
The big challenges remain the same: the integration of the various 
initiatives cited, their expansion to achieve total coverage, and the 
maintenance of the effort required to sustain them in the long term. 


National strategies for urban health systems 


As a UNICEF/WHO meeting held in July 1983 concluded 
(47): “the plight of those living in the slums and shanty towns of the 
developing world is one of the most important, yet least understood, 
problems facing the human race. Many worthwhile projects are now 
in place, and there is an increasing fund of experience on which to 
draw. More people need to be aware of the scale and urgency of the 
problem, and of the approaches that should prove relevant, particu- 
larly those in positions of leadership in the cities and countries of the 
developing world and in international organizations. Above all, more 
action is needed and rapid scaling-up of current efforts from isolated 
initiatives, until primary health care for people at risk in urban areas 
becomes a central component of national and international health 
care strategies.”’ 

A framework for national health care strategies has been 
formulated in the “Declaration on Strengthening District Health 
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Systems Based on Primary Health Care’ made in Harare, 
Zimbabwe, on 7 August 1987 (113). 

Even though many cities are largely autonomous in the conduct 
of their health services, their policies should be developed within an 
overall national strategy for urban health in general, and primary 
health care in particular. The essential target of this strategy should 
be the universal coverage of urban districts by primary health care. 
Such a policy should, of course, be matched by a comparable policy 
for rural areas, though the speed and manner of implementation 
would necessarily be different. 

There are some instances of the formulation of an urban policy 
giving priority to the problems of slums and shanty towns, followed 
by the drafting of appropriate plans and programmes. These, 
however, are still few and far between. And even where such plans 
and programmes do exist, their implementation has encountered all 
sorts of barriers. Additional resources have been hard to come by in 
times of oil crises and economic recession. It follows that little can be 
done without a redistribution of resources within the urban health 
system. Indeed, such a redistribution is the most fundamental 
indication that things are really changing: Yet it has rarely material- 
‘ized, because of the imperatives of existing commitments, the 
resistance of conservative groups, or just people’s sheer ignorance of 
the situation. 

Government initiatives to improve the level of health in urban 
districts should concentrate on the slums and shanty towns, empha- 
sizing the upgrading rather than the clearance of slum and squatter 
areas. If additional resources become available they should be 
allocated preferentially to meeting the needs of deprived groups. If 
no additional resourees can be obtained, a reallocation of what is 
already available within the urban health system will have to be 
undertaken, in order to achieve a more equitable and more effective 
distribution of services among various districts and communities. 


Strengthening ministries of health for primary 
health care 


What does the strengthening of ministries of health for primary 
health care mean? At first glance, “‘strengthening” might mean 
upgrading the qualifications of health workers, expanding health 
budgets, improving quality control, and ensuring that ministries 
have a powerful voice in national policy-making. Thus, a stronger 
ministry would be one with more highly trained staff, greater 
financial resources, better control of health services, and the ability 
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to influence policy in other ministries and local government bodies to 
fit health priorities. 

But, if the ultimate purpose is to strengthen primary health 
care, then the definitions suggested above may be wrong. Ministries 
are only strong if they are able to use all the available resources to 
provide better and more equitable health care. They are not “strong”’ 
if they train more highly qualified doctors at the expense of training 
auxiliaries and community health workers; if they invest scarce funds 
in sophisticated tertiary hospitals when the needs of health centres 
and mobile services within some districts of the city are still unmet; if 
they use highly qualified staff for simple health measures that might 
be undertaken by others; if they direct national policies towards 
narrow health concerns instead of major developmental needs. In 
short, whether health ministries are “‘strong’’ must be judged in the 
context of primary health care objectives. 

The subject was recently considered by a WHO Expert Com- 
mittee (114), which reviewed the functions of ministries of health in 
the context of the national health system infrastructure and, having 
identified their weaknesses, recommended seven strategies to 
strengthen them for primary health care, as follows: 


— determination of the appropriate scope of ministry of health 
responsibilities; 


— coordination of functions within the health sector; 
— decentralization and organizational restructuring; 
—improvement of management and leadership; 
—intersectoral collaboration; 

—community involvement; and 

— increased economic support. 


These strategies are all relevant to, and important for, the 
implementation of primary health care, whether urban or rural, and 
apply as much to a municipal health department as to a ministry of 
health, though in different degrees. 

Furthermore, they all require examination and appropriate 
action before any significant expansion of primary health care 
programmes to achieve wider coverage can be undertaken. 


From projects to major programmes 


. “Scaling-up” (or the implementation of a project on a uniform 
national basis) is a perennial problem in development. The last three 
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decades have been mainly characterized by limited or pilot projects 
which, though good, lead others nowhere. They are like islands in a 
sea of inertia. 

Nor is expansion from projects to more broadly based pro- 
grammes the only problem. In some countries (Colombia, for 
example) there are programmes of primary health care dating back a 
quarter of a century, i.e., to long before the Declaration of Alma-Ata, 
which must be reckoned successes by most standards—except for 
their lack of impact on the rest of the health care system. Despite 
their example, there still remain large groups of people—particularly 
poor people—not covered by basic health care. As yet, the health 
system as a whole shows little sign of making the fundamental 
adjustments required. For no health system can be effective that 
lacks a comprehensive, low-cost service of first contact or fails to use 
its more sophisticated and expensive resources in support of a 
primary health care network. 

Success on a small scale, particularly in the early days of a 
project or programme, often depends on a few enthusiastic, highly 
motivated, and charismatic individuals: these are exceptional people. 

Achieving major changes in a large public service demands skill 
in the management of big bureaucratic organizations, political 
astuteness, and sheer dogged persistence. Often there is inadequate 
logistic support and too few trained staff to move from small-scale to 
large-scale success. At times, too, the planners and policy-makers are 
sceptical or defeatist. They do not believe the objective can be 
achieved in the foreseeable future, so very little happens. 

Replicating a successful local model nationally is likely to pose 
at least two problems. On the one hand no single model, however 
good, will fit all circumstances in every region. On the other hand, it 
may well not be feasible—in the short term at least—to devise a 
programme that is tailored to the specific circumstances of each 
locality. Yet there may be strong political pressure to allocate evenly 
whatever resources can be made available for primary health care, 
rather than concentrate them in particular areas sequentially. 

Ultimately, expansion is a political decision which should 
establish priorities, channel the necessary resources, and establish a 
political and management process to develop an appropriate plan of 


action. 
Such a plan should take account of two important elements: 


1. the need to choose priorities in terms of: 
— population groups, concentrating on those in greatest need; 
— geographical areas (because of their variety and the impossi- 


bility of doing everything at once); 
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—measures that will have an impact and a good chance of 
success; 


the need to establish concrete objectives for the short, medium, 
and long term that can be reached through phases of expansion 
and are realistically linked to the resources available. The 
criteria for the measures that should have priority are, basically, 
effectiveness and feasibility. 


A number of important constraints stand in the way of im- 


plementation of primary health care: 


The inputs of financial and human resources in pilot projects are 
often too great to be widely replicable within existing resources. 
These inputs include finance, technical assistance, staff, volun- 
teers, supplies, equipment, and infrastructural support from 
government bodies, voluntary organizations, and international 
development agencies. The lower the cost and the lower the 
number of outside inputs, the more possibility there is of 
replication and of extending the lessons learnt to the health care 
system as a whole. oe 


Any single “standard package”’ may not have enough flexibility to 
be adapted to a wide variety of local situations and cultural 
contexts. How can a large-scale government programme be 
flexibly implemented? What are the constraints? What positive 
factors help? Can the approach be flexible enough to take up 
issues outside the health sector? The more flexible the ap- 
proach, the more likelihood there is of its finding acceptance 
locally. Greater decentralization may help towards achieving 
such flexibility. 


Often voluntary organizations have initiated projects with little or 
no involvement of government; thus they have failed to take the 
real-life constraints of government bureaucracy into account and 
the projects lack credibility. The closer the contact with the 
government, the more credible the project and the greater the 
possibility of its being replicated. On the other hand, voluntary 
organizations are sometimes rightfully distrustful of the stulti- 
fying effect of early government intervention. 


Sometimes there is not enough community involvement at all the 
stages of a project to ensure appropriateness, cost-effectiveness, 
coverage, and continuity. The more the community is involved, 


the greater the possibility of adaptation, extension, and con- 
tinuity, 
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@ Sometimes the initiators of a programme try to expand it and 
establish it on a national scale too quickly. An over-hasty ap- 
proach may not leave enough time to explain the programme 
and to prepare and train people for it. A long-term view is 
necessary. Expansion, in terms of both geography and range of 
activities, should be a gradual, phased process. One must avoid 
trying to do everything, everywhere, at once. 


8 The attitudes of government officials and professionals are some- 
times major constraints. Those in authority often do not trust 
people enough or believe they have the capacity to take respon- 
sibility for their own health and well-being. On the contrary, 
everyone has a brain and can use it in what he/she judges to be 
his/her own best interests. People are likely to be more often 
right than wrong in such judgements. 


@ Officials are also often sceptical or suspicious of voluntary agencies, 
failing to recognize their great potential as instruments of 
development. 


e@ Doctors and other professional health care workers may be suspi- 
cious of, and resistant to, such a radically new approach. In this 
case, they have to be prepared and involved, just as do the urban 
poor. The more cooperation there is from the people, the 
voluntary organizations, and the medical profession, the greater 
the possibility of scaling up activities and changing the broader 
system of health care. 


Scaling-up will be easier if demonstration projects take account 
from the beginning of the need for their subsequent extension and 
replicability. It will also be helpful if they can be added to in a 
modular way, to cover additional neighbourhoods and to allow for 
population growth. 

Even in the early stages of primary health care initiatives, links 
with secondary and tertiary health services should be established. 
Those who run the health system, including the medical profession, 
have a great deal of learning to do before services become reoriented 
and there is a real willingness to reallocate resources. Mechanisms 
for referral from the primary health care level to health centres and 
hospitals need careful attention. So does support to the primary level 
from the formal services and institutions. ; 

Gaining professional understanding and support are also im- 
portant. Some countries have systems of compulsory social service 
by young physicians and nurses, usually in rural areas. Where such 
systems exist, it should be relatively simple to extend them to 
primary health care in urban communities. In addition, it is essential 
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from the very start to work at building up support and alliance at 
high levels in the health administration, in the medical schools, and 
among political leaders, so that finding resources for the transition 
from small-scale projects and other successful initiatives to a con- 
tinuing, comprehensive service is something that is foreseen and 
aided from the beginning. 

The responsibility for comprehensive health care inescapably 
lies with government agencies. Frequently, nongovernmental orga- 
nizations are involved—at least initially—in specific local projects. 
The progress from tiny beginnings to comprehensive coverage will 
thus raise certain issues concerning relationships between govern- 
ment and nongovernmental organizations, although there will be 
almost as many problems when nongovernmental organizations are 
not involved. 

From experience reviewed at the Manila consultation, three 
methods of scaling-up may be identified (Fig. 10). In the first—as, 
for example, at Olongapo (Philippines) or in the community nursing 
service in Hong Kong—a project started by a nongovernmental 
organization is absorbed by the government and becomes an integral 
part of the public service. The second is a process of cellular 
multiplication, based on a service model developed and tested on a 
pilot basis or in a particular local context; any number of new cells 
could, in theory, be developed and run by nongovernmental organiz- 
ations. In the third, the government agrees with selected non- 
governmental organizations on their roles and functions in the local 
and national development of urban primary health care, an example 
being the urban basic services programme in India. These three 
approaches (and there may be others) are not necessarily mutually 
exclusive, and the countries and nongovernmental organizations 
concerned can choose various combinations of them. For example, it 
may well make sense, once a nongovernmental organization has 
successfully contributed to primary health care at the local level, for 
the government to commission it not only to continue the good work 
locally, but also to undertake broader educational and monitoring 
activities in support of local services elsewhere. 

Another way of looking at scaling-up is shown in Fig. 11. It 
demonstrates the important point that the process of expansion 
basically involves learning to fill in the gaps that emerge as the circle 
grows. 

The following major steps need to be taken by governments and 


nongovernmental organizations to extend useful small-scale pro- 
jects: 


e Evaluate and document the original small-scale experiment. 


148 


TOWARDS UNIVERSAL COVERAGE 


1. Absorption of a nongovernmental Organization project by government 


1 2 3 


NGO grows with increasing NGO becomes an integral 


NGO on its own : 
government support part of government services 


2. Cellular multiplication of primary health care activities /areas 
by nongovernmental organizations with support from government 


1 3 4 


O00 + 0066 
@00 ~ C060 
O00: ~O0O0G 


GOVERNMENT AGENCIES 


3. Government contracts out to nongovernmental organizations some 
aspects of primary health care, e.g. training, research, garbage disposal 
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Fig. 10. Three methods of scaling-up with nongovernmental organizations 
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Fig. 11. Process of attaining universal coverage in urban primary health care 


This diagram shows that there are many more things to learn as small-scale 
projects or research and development projects move up to a second and expanded 
phase of programme development. Gaps in the middle and outer circles represent 
issues to be dealt with that could not be anticipated during earlier phases. 


e Arrange consultations at the national and provincial levels to 
discuss the findings and to obtain a commitment from decision- 


makers at lower than national level to adopt the methodology in 
their areas. 


@ Set up experimental projects with different population groups 
in a wide range of environmental conditions. 


e Explain and promote these projects through the mass media. 


e@ At national level, call on the government to allocate additional 
funds to cover the cost of replication. 
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For example, programmes in Sri Lanka, after the initial efforts 
in the capital city of Colombo, and in India, after the initial 
experiment in Hyderabad, followed the above steps methodically. 
Today Sri Lanka has extended its programme to all six major cities, 
and India hopes to involve 200 towns within the next 3 years. 


Collaboration between governments and non- 
governmental organizations 


Many voluntary and nongovernmental organizations have de- 
veloped effective and efficient programmes at low cost, largely owing 
to flexible management and the commitment and pioneering spirit of 
their workers. Health authorities can involve such organizations in 
planning and programme implementation and encourage the co- 
ordination of their respective activities, making use of the wealth of 
experience that many of these organizations possess. 

Almost all the countries represented at the Manila consultation 
had experienced similar difficulties in dealing with nongovernmental 
organizations at both national and local levels. (The exception was 
China, which was satisfied with its relationships with nongovern- 
mental organizations.) While assistance from such organizations was 
regarded as important, and sometimes invaluable, governments 
often experienced substantial difficulties in incorporating their acti- 
vities into public policy and planning, and in achieving the necessary 
coordination. Frequently, liaison and negotiation with nongovern- 
mental organizations add an additional dimension to the burden 
already placed on scarce management resources. (This applies, for 
example, in countries where there are overlapping offers of inter- 
national aid.) Governments may also have difficulty in dealing with 
the problems regarding resources that often arise in connection with 
nongovernmental organizations—for example, in deciding whether 
to take over their funding on a long-term basis or to replicate them. 

Sudan provides an interesting example of the complexities of 
collaboration between governmental and nongovernmental organiz- 
ations, and has found some constructive ways of tackling the 
resulting difficulties. At least five international nongovernmental 
organizations from different countries are heavily involved in urban 
health care projects in Sudan, together with many Sudanese non- 
governmental organizations (women’s groups, church groups, and 
Sudanaid). The major problem of coordinating their activities has 
been eased by the Government, notably through the secondment of 
government employees to the main nongovernmental organizations 
involved; and the holding of joint seminars, workshops, and training 
courses under the aegis of the Ministry of Health. 
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The governments in Thailand and the Philippines have a 
flexible relationship with nongovernmental organizations and look to 
them to undertake new initiatives, particularly in the areas of 
research and development and community organization. Nongov- 
ernmental organizations are considered to be more effective in these 
areas, because they are not subject to the regulations, procedures, 
and methods that restrict government agencies. To involve non- 
governmental organizations more effectively, government author- 
ities often invite their participation in planning activities and try to 
reach an agreement on the geographical and sectoral areas they will 
cover, so that government efforts can be adjusted accordingly. In 
Thailand, a group of nongovernmental organizations has assisted the 
Ministry of Health in formulating the list of drugs to be used in 
primary health care. In Hong Kong, nongovernmental organizations 
helped to test the community nursing scheme, later incorporated by 
the Hong Kong Government into the regular health services. In the 
Philippines, regional coordinating councils are now being created to 
link the Ministry of Health, various other government offices 
(chosen on a multisectoral basis), and the relevant nongovernmental 
organizations. 

In China, the primary health care work of the government and 
various nongovernmental organizations, both local and external, 
derives its authority from the National Association of Rural Health 
Workers. The emphasis has traditionally been on activities in the 
rural areas. Recently, however, several cities in China have started to 
organize primary health care councils or committees. The relative 
roles and contributions of governmental and nongovernmental 
organizations are defined by the requirements of these councils and 
by neighbourhood, government, and international organizations. 

Many specialized agencies of the United Nations, bilateral 
donor agencies, and international nongovernmental organizations 
are involved in and support primary health care in urban areas. Their 
support requires careful coordination within the context of local 
health needs and priorities, with particular attention to unserved and 
underserved populations and the urban poor. This can only be 
achieved by the national authorities, and their aim should be to bring 
the different types of external assistance together in mutually 
supportive action for urban development, avoiding overlap and 
duplication and concentrating on activities that can be continued and 
expanded with national resources when aid ceases. 

At the joint UNICEF/WHO Consultation on Primary Health 
Care in Urban Areas held in Guayaquil, Ecuador, in 1984, partici- 


pants outlined the main areas in which progress was needed and 
feasible: 
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Support. Support should be based on a joint effort by the 
organizations and countries concerned. It should take into 
account the fact that primary health care activities are long- 
term, so that there must be agreement on plans for their 
continuation when outside support ends. Activities should 
emphasize technical cooperation among developing countries 
and contacts should take place at more than one level of 
government. Contact at the national level with the international 
agencies involved is not enough. The participation of municipal 
—and, in some cases, regional—authorities is vital. Moreover, 
ministries and departments outside the health sector must be 
involved. No ministry of health can achieve what is needed in 
isolation, even with international help. 


Overall promotion. International action on urban primary 
health care is helping to promote public and political awareness 
of the size and urgency of the health problems of the urban 
poor. It is important for its momentum to be sustained and 
indeed increased. One specific suggestion made at the Con- 
sultation was that workshops on the subject might be arranged 
for mayors of large cities. While there is still a need to increase 
awareness of the gravity of the situation, it is equally important 
to demonstrate that something worthwhile can be done about it 
through primary health care 


Information. International organizations, such as UNICEF and 
WHO, have a valuable part to play in the collection, updating, 
and dissemination of information concerning, for example, 
demographic trends and morbidity, as well as experience in 
tackling urban problems. More information is needed on health 
differentials within cities: such information, collected in any 
city, could usefully be passed on to others. That applies also to 
examples of legislation or regulations that promote (or, on the 
other hand, prejudice) health in urban areas. Case studies 
would be of great value, as long as they are frank about failures 
as well as successes and can bring out the lessons to be learnt. 
Visual and audiovisual material, such as slides, video tapes, and 
documentary films, can be an excellent means of conveying the 
setting, the human warmth, and other characteristics of par- 
ticular projects and programmes. UNICEF and WHO could let 
people know what is already available and might also, on 
occasion, develop new material analysing and comparing ap- 
proaches in different places. ‘The two organizations are also able 
to clarify and explain the key concepts underlying primary 
health care, and to provide technical information and advice. 
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e Training materials and programmes. Participants at the Con- 
sultation emphasized the importance of training programmes, 
including the development of appropriate training methods and 
materials, such as training modules for various categories of 
professional and nonprofessional staff, including community 
health workers. Another important need is for management 
studies. International support could usefully include exchanges 
of staff between countries, study visits, and similar activities for 
urban health workers, including health administrators. Apart 
from their educational value, such visits help to stimulate 
collaboration between countries with similar problems. 


e Support for primary health care action in countries. Support for 
particular primary health care projects and programmes is 
valuable, not only for launching and sustaining such projects, 
but for extending the lessons learnt from them to the rest of the 
health care system. Projects backed by international organiz- 
ations, such as the World Bank’s infrastructure project, can 
provide useful entry-points for primary health care initiatives 
in low-income areas. Locally and internationally, therefore, 
there is a case for seeking out such projects at an early stage and 
finding the best ways of incorporating a primary health care 
component. There is also a need for the monitoring and 
evaluation of initiatives, and for the development of research 
capabilities in this connection. Special emphasis was placed by 
the Consultation on the part that UNICEF and WHO might be 
able to play in helping countries to move from isolated projects 
towards comprehensive coverage and a corresponding realign- 
ment of the whole health care delivery system. 


@ Networking. Networks of communication and mutual support 
linking all persons and agencies concerned with urban primary 
health care are especially valuable. It will be useful to develop 
and extend information networks covering primary health care 
workers and managers, city administrators and government 
departments (not only those directly concerned with health), 
universities, the media, nongovernmental organizations, and a 
wide range of international agencies. 


Collaboration between cities 


Many international meetings have been held in the past few 
years on the problems of health and urban development. These have 
served a useful purpose by facilitating exchanges of experience and 
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arousing official and public concern over the urgent need for effective 
action to improve the general condition of the urban poor. 

However, a stage has now been reached at which it may be more 
useful to promote a form of direct collaboration between cities, so 
that those with common problems can share experiences and ideas 
and together can consider, in depth, the advantages of various 
possible approaches. 

This collaboration might be organized mainly on a regional 
basis because of the similarity of conditions within a region. Alter- 
natively, exchanges between cities with comparable problems, but in 
completely different cultural or geographical settings, might provide 
a greater stimulus to innovation. 

The type of collaboration envisaged need not be limited to 
capital or major cities but might usefully be encouraged between 
cities of the second or third rank facing the problems of rapid 
urbanization, but not yet totally overwhelmed by them. 

The conventional type of international meeting could continue, 
but more frequent direct consultations between two or more cities 
with similar interests would probably be more useful, as well as 
being fully consistent with the concept of technical cooperation 
between developing countries. 

The conclusions and content of these consultations would be of 
interest to people in other cities contemplating extending primary 
health care coverage. In recent years, reports on the introduction of 
primary health care in urban areas have, naturally enough, dealt 
mainly with plans, targets, and inputs. After some years of operation, 
however, it is important, whenever possible, to lay stress on evalu- 
ation and on the actual impact on health of the measures employed. 

Collaboration between cities should obviously include ex- 
changes of data on health variations within them, as well as examples 
of legislation or regulations that have promoted or prejudiced the 
health of the urban poor. Honest case studies are of great value. 

The involvement of national staff at many different levels in a 
programme of collaboration between cities should foster the devel- 
opment of informal links between all those concerned. 
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During the coming two. decades, one ot the most. important 
development trends in, the world. will be, the rapid growth. in the 
number of people living in_ Cities, especially in. the developing : 
countries. The growth rate. for the. urban population i is far higher 
than for the population outside the cities. This increase will further 
aggravate major health issues .in urban | and periurban | settings, 
particularly where low- -income groups of the population live. The. 
root cause of the urban crisis is poverty. Poverty in rural areas drives. 
people to the cities; urban poverty Keeps them in slums and squatter 
settlements with all the associated major risks to health, 

Urban health, problems. are complex and linked with socioeco- “ 
nomic and developmental issues, Levels. of income, water supply,. 
food and nutrition, housing, sanitation, environmental pollution and_ 
safety, education, and facilities, all have an obvious impact on health. 
To. improve the health of, the unseryed and underserved people in. 
urban .areas, the health , sectors need intensive and coordinated 
support and increased developmental action from the health- related 
sectors. To initiate this coordinated action, strong political, will and 
commitment are paramount. | 

The existing information j is not Sr CIeNt to permit assessment | 
of the health situation and the health-related issues of the urban 
poor. At present, most of the, available information is in the form of 
aggregated urban data and city averages. There is a great need to 
identify the basic issues affecting the health of the urban poor and for 
information to be oriented towards stratified planning for urban 
health. Health care delivery systems and services accordingly need to 
be reoriented to these needs. Cooperation within health systems and 
partnership with other interested parties, particularly private and 
nongovernmental organizations, should be encouraged. 

Despite these complexities, some countries have undertaken 
action and learned valuable lessons which need to be shared. Most 
people—including most professional health workers—do not yet 
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recognize how serious the health problems of the urban poor are; still 
less how desperate they may become. Once the problems are 
recognized, there can be no acceptable excuse for inaction. 

The basic features of an appropriate strategy for tackling the 
health problems of the urban poor should be clear from this book. 
They may be summarized as follows: 


e Do simple, inexpensive things with a proven impact. 


e Take intersectoral action, rather than concentrating on medical 
care services. 


e@ Involve people in their own health and treatment, and take into 
account their judgements about priorities. 


e Do not settle for action on a small, experimental scale, while 
ignoring how widespread the problems of urban poverty and ill 
health actually are. 


e Work towards a national pattern of health care that will deal 
with the problems in question on a wide front, taking into 
account cities across the nation and concentrating on their 
poorest inhabitants. : 


A dozen or so human problems can lay claim to be the most 
serious of our time. Among them is the predicament of the urban 
poor in the poorest countries of the world. Their position is as 
appalling as their courage is impressive. To help them does not 
require new knowledge so much as a change of approach from the 
rest of us. 

What is more, the lessons thereby learnt are likely to be relevant 
elsewhere. Health for all depends not only on professional skills, but 
on personal ability, a healthy environment, and sensible choices in 
the use of scarce resources. The poor urban communities are 
showing us the road we need to take. 
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Annex 


Indicators of social 
development in Thailand 


In Bangkok, Thailand, the authorities have recently introduced 
a “‘basic minimum needs’? community survey and information 
system. This is intended to measure 33 indicators of overall devel- 
opment and to compare them with target levels. ‘Thus, the system 
provides baseline information for individual households and for 
the community, and identifies the specific households and sectors 
where improvement is needed. Table Al provides details on the 
indicators and gives the targets to be achieved by the year 2000, while 
Fig. AI indicates the main components in the process by which the 
Strategy is to be applied. 
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Planning at district level: 
— selection of areas 
— selection of trainers 


Training of district trainers Government personnel 
— theory and practical training 
— delegation of responsibility for each trainer 


Training of community leaders Community level, with 
by district trainers to carry out surveys close collaboration from, 
at family and community levels and coaching by, 
government personnel 


Identification of problems 


Analysis of problems 
Problem-solving strategy 


Cause 


by government by community 


Prioritization of activities 


Community action plan 


|! 


| Implementation of the plan 


Fig. Al. Process for the application.of the basic minimum needs strategy in the *™ 
development of congested communities in the Bangkok metropolis 
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